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PREFACE. 


The  following-  sketch  of  the  chief  varieties  of 
Phthisis  pulmonalis,  in  which  the  connection  between 
the  morbid  anatomy  and  the  clinical  symptoms  is 
attempted  to  be  delineated,  was  originally  published 
in  the  form  of  a series  of  papers  in  the  Medical  Times 
and  Gazette  with  the  hope  that  it  might  prove  useful 
to  the  student  by  helping  him  to  recognise  in  the  sick 
room  the  results  of  those  lesions  with  which  he  is 
becoming  daily  more  familiar  in  the  deadhouse, 
and  to  the  much  engaged  practitioner  by  serving  to 
furnish  some  headings  under  which  to  arrange  the 
details  of  his  increasing  experience. 

. R.  DOUGLAS  POWELL. 


15  Henrietta  Street, 

Cavendish  Square : 

April,  1872. 
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ON  THE 


VARIETIES  OF  PULMONARY  PHTHISIS. 


CHAPTER  I. 

INTRODUCTORY  REMARKS. 

Much  as  has  been  written  upon  the  subject  of  Pul- 
monary Phthisis  in  all  its  aspects,  it  cannot  be 
denied  that  there  are  still  many  questions  concern- 
ing it  upon  which  professional  opinion  remains  unde- 
cided, and  many  of  which  are  of  the  greatest  im- 
portance. Let  me  mention  some  of  them.  How 
many  kinds  of  Phthisis  are  there  ? Is  there  sufficient 
difference  in  prognosis  between  the  several  kinds  to 
make  it  worth  while  to  distinguish  them  ? Are  not 
all  merely  different  degrees  of  the  same  disease  or 
the  same  disease  localised  in  different  parts  of  the 
lung  by  different  local  causes  ? Does  an  attack  of 
blood-spitting  mean  that  the  patient  is  already 
phthisical,  or  only  that  he  is  liable  to  become  so  as 
a result  of  the  haemoptysis  ? Is  diarrhoea  or  laryn- 
gitis complicating  a case  of  chronic  lung  disease  a 
sure  sign  of  the  supervention  of  tuberculosis  or  is 
it  not  ? Finally,  and  this  question  underlies  all  the 
others — it  has  excited  more  disputes  than  any  of  them 
what  constitutes  Pulmonary  Phthisis  ? Is  it  a per- 
ishable blood  epcudation  into  the  lung,  a blood 
disease,  with,  like  many  supposed  blood  diseases. 
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a favourite  seat  for  its  anatomical  manifestations? 
Or,  is  it  the  offspring’  of  a mere  catarrh  affecting  an 
organ  so  complexly  loculated  as  to  entangle  and 
retain  its  O’wn  catarrhal  products,  so  delicately  sen- 
sitive as  to  become  irritated  to  the  point  of  ulceration 
by  their  presence,  and,  still  further,  so  richly  en- 
do'wed  with  absorbents  as  to  readily  take  up  and 
disseminate  throughout  its  tissues,  even  to  distant 
parts,  the  poisonous  products  of  their  decay  ? 

Again,  ■what  part  has  the  constitution  to  play  in  all 
this  ? We  see  a man  stricken  down  with  acute 
pneumonia,  yet,  let  the  disease  be  ever  so  severe, 
the  lung  ever  so  completely  stuffed  with  exudation, 
we  know  that  he  will  most  probably,  with  no  other 
treatment  than  judicious  nursing,  make  a complete 
and  perfect  recovery.  Another  patient  will  be  so 
trivially  ill  that  he  will  scarce  keep  his  room,  and 
only  on  careful  examination  is  it  discovered  that  the 
lower  part  of  one  lung  is  solidified,  yet  this  consolid- 
ation is  far  less  likely  ever  to  completely  clear  up,  his 
lung  may  never  be  again  sound.  It  may  be  that 
constitution  is  at  the  bottom  of  this  difference,  but  it 
is  I think  more  than  doubtful  whether  it  is  the  sole 
modifying  cause.  On  the  other  hand,  the  difference 
of  anatomical  structure  in  the  two  cases  is  alone 
sufficiently  apparent  to  account  for  the  different  re- 
sults. In  one,  the  first,  we  have  a mere  croupous 
exudation  of  fibrin  and  leucocytes,  which  can  li- 
quefy, resolve,  and  be  absorbed  with  great  facility 
as  soon  as  the  acute  disease  has  passed.  In  the 
other,  we  have  the  air  cells  blocked  with  dense 
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walled  catarrhal  cells,  liquefaction  and  absorption 
of  which  is  comparatively  difficult,  with  but  little 
accompanying  fibrinous  exudation  to  melt  away  into 
a molecular  liquid  and  leave  them  free  to  escape. 
Let  us  glance  at  the  catarrhal  products  distending 
any  mucous  follicle,  e.g.,  in  the  tonsils,  or  at  the 
catarrhal  collections  occasionally  found  in  the  coecal 
appendix,  or  that  sometimes  remain  stuffing  a bron- 
chus for  years ; they  are  rarely  absorbed,  but  if  not 
expelled  inspissate  and  shrink,  remaining  as  sequest- 
ered masses,  perhaps  at  some  later  period  to  set  up 
irritation,  and  escape  by  ulceration.  But  granted 
that  the  difference  between  the  two  kinds  of  pneu- 
monia above  referred  to  is  a structural  one,  is  this 
structural  difference  but  the  anatomical  expression 
of  diverse  constitutional  states  subjected  to  the  same 
inflammatory  test,  or  are  the  diseases  in  the  two 
cases  distinct  and  interchangeable  ? We  practically 
recognise  the  one  as  an  acute  sthenic,  the  other  as 
a cachectic,  pneumonia. 

It  is  perhaps  because  consumption  is  still  too  much 
shunned,  or  watched  with  too  little  patience,  at  our 
large  clinical  hospitals,  as  being  a disease  of  long 
duration  and  of  ultimately  fatal  issue,  in  which  the 
diagnosis  once  made,  the  prognosis  is  a matter  of 
common  inference,  that  the  student  in  his  after  career, 
finds  himself  gradually  arriving  at  a state  of  bewild- 
erment, increasing  with  his  growing  experience, 
concerning  the  future  of  those  who  present  them- 
selves before  him  suffering  from  some  one  of  its  many 
forms.  For  one  case  comes  before  him  with  an 
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amount  of  disease  so  slight  that  he  cannot  feel  certain 
that  any  at  all  exists  ; the  chest  is  only  delicate,  but 
the  patient  dies  in  a few  months.  He  is  shocked  in 
another  case  to  find  a large  cavity  at  one  apex  and 
his  prognosis  is  very  grave,  yet  the  patient  lives  on 
in  the  enjoyment  of  fair  health  for  years. 

If,  therefore,  the  few  cases  hereafter  to  be  narrated 
illustrating  some  of  the  principal  forms  of  Pulmonary 
Phthisis  now  recognised,  with  such  practical  com- 
ments on  diagnosis,  prognosis,  and  treatment  as  may 
be  suggested  by  them,  should  tend  in  any  degree,  by 
bringing  forward  in  an  applied  form  the  doctrines  of 
the  present  day,  to  increase  the  precision  and  definite- 
ness of  the  general  knowledge  of  this  always-preva- 
lent  disease,  the  object  of  this  little  work  will  have 
been  entirely  achieved. 


CHAPTER  IL 


PATHOLOGY. 

Two  Icinds  of  morbid  processes — Inflammation:  affecting  the 
parenchyma,  Catarrhal  Pneumonia  in  three  degrees  of  inten- 
sity ; affecting  the  fibrous  stroma,  Pulmonary  Fibrosis — 
Tubercle,  nature  and  seat  of,  development — Hereditary  pre- 
disposition to  Tuberculosis  and  Consumption — Mechanical! 
■effects  of  the  respiratory  movements  upon  the  Lungs  and 
Pleura  : pleural  adhesions,  mode  of  production,  significance  of 
friction — Thickening  of  pleura,  how  produced — Bronchiec- 
tasis. 

It  is  not  proposed  to  enter  with  any  historical  or 
descriptive  minuteness  upon  so  wide  a subject  as  the 
morbid  anatomy  of  the  forms  of  lung  disease  included 
under  the  common  term  Phthisis ; but  it  would  be 
scarcely  possible  to  carry  out  the  objects  in  view 
without  first  giving  a brief  sketch  of  those  pathologi- 
cal changes  upon  which  the  clinical  features  of  the 
different  varieties  of  phthisis  are  based.  It  must 
here,  too,  be  observed  that,  though  for  the  moment 
■the  morbid  processes  going  on  in  the  lungs  will  be 
alone  considered,  yet  this  is  in  no  disregard  to  the 
importance  of  constitutional  changes  of  which  we  can 
take  no  anatomical  note,  nor  of  degenerations,  or  ac- 
tive complications  of  other  organs,  which  are  compar- 
atively simple  anatomically,  and  about  which  there 
has  consequently  been  less  confusion  of  terminology 
and  vagueness  of  thought.  To  all  these  conditions 
reference  can  best  be  made  incidentally  in  the  dis- 
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cussion  of  the  points  specially  illustrativef  of  indi- 
vidual cases. 

On  inspectingf  the  lung's  of  one  who  has  died  of 
phthisis,  we  meet  with  very  great  variety  of  appear- 
ances, which  may,  nevertheless,  be  recog"nised  as  the 
results  of  a comparatively  few  morbid  processes ; we 
see  consolidation  of  the  lung'  in  every  stag'e  of  forma- 
tion, decay,  and  removal ; and,  glancing"  at  the  ema- 
ciated form  before  us,  we  have  a very  practical 
definition  of  Phthisis  Pulmonalis — progressive  con- 
solidation and  decay  of  the  lung  with  progressive 
wasting  of  the  body. 

As  to  the  exact  nature  of  the  morbid  processes 
which  lead  to  this  destruction  of  lung  and  waste  of 
body,  there  are  numerous  and  diverse  opinions. 
These  processes  may,  however,  be  said  to  be  of  two 
kinds.  I.  Inflammation  affecting  with  different  de- 
grees of  intensity  the  different  tissues  of  the  lung, 
and  running  an  acute,  chronic,  or  chequered  course. 
2.  A new  growth — Tubercle — with  its  characteristic 
granulations  disseminated  through  the  lungs,  or  col- 
lected into  nodular  groups,  or  mingled  with  inflam- 
matory changes,  developing  into  fibroid  tissue,  or 
abruptly  undergoing  fatty  change.  We  may  meet 
with  either  of  these  processes  in  the  acute  or  chronic 
form  without  any  admixture  of  the  other,  but  it  is 
comparatively  rare  to  meet  with  chronic  tubercle  un- 
mixed with  inflammatory  changes. 

It  may  be  here  recollected  that  fatty  degeneration 
is  the  necessary  consequence  of  inflammation,  and  is 
the  means  by  which  the  products  of  inflammation 
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become  removable  by  absorption  or  expectoration, 
or  sequestered  for  a time  by  caseation.  The  ten- 
dency of  all  new  growth  is  also  sooner  or  later  to 
fatty  decay,  and  in  Tubercle  we  find  no  exception  to 
this  rule. 

There  is  yet  a third  set  of  processes  of  a physical 
kind,  but  having  pathological  results,  which  must  be 
taken  into  account  as  leading  to  very  important  modi- 
fications in  the  signs  of  disease  during  life,  and  the 
appearances  post-mortem — viz.,  3.  The  respiratory 
movements  of  the  chest  walls,  with  the  mechanical 
effects  which  they  produce  upon  the  lungs  and  pleurae 
when  modified  in  their  physical  conditions  by  dis- 
ease. 

The  inflammatory  process  takes  the  largest  and 
most  important  share  in  the  production  of  the  various 
appearances  met  with  in  phthisical  lungs  : it  is  the 
destroying  element  in  this  disease,  as  long  ago 
pointed  out  by  Addison.*  It  may  therefore  be  ap- 
propriately spoken  of  first. 

,With  that  form  of  inflammation  of  the  lung — acute 
sthenic  pneumonia — agreeing  in  many  of  its  charac- 
ters with  an  acute  specific  disease  ie.g.,  idiopathic  ery- 
sipelas), we  have  but  little  to  do  in  dealing  with  cases 
of  phthisis;  we  only  meet  with  it  as  an  exceptional  com- 
plication. Doubtless,  the  subject  of  acute  basic  pneu- 
monia already  cachectic,  or  rendered  so  by  neglect 
during  the  disease,  may  become  phthisical ; some  cases 
of  basic  phthisis  have  this  origin.  But  the  pneumonia 


^ Collected  writings  published  by  Sydenham  Society,  p.  56. 
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which  is  the  most  constant  element  of  true  phthisis, 
and  which  will  indeed  as  already  hinted  be  found  the 
main  factor  in  the  more  chronic  and  cachectic  forms 
of  basic  lung  disease,  is  of  a very  different  kind ; 
its  onset  is  usually  insidious,  and  its  origin  appears 
to  be  generally  by  extension  of  a catarrhal  process 
from  the  finer  bronchial  tubes  to  the  interior  of  the  al- 
veoli ; hence  its  name — catarrhal  or  hroncho-pneumonia. 
It  is  identical  pathologically  with  the  lobular  pneumo- 
nia with  which  we  are  familiar  in  hooping-cough.* 
This  form  of  pneumonia  is  essentially  lobular,  though 
the  coalescence  of  many  adjacent  lobules  may  cause 
the  consolidation  of  a whole  lobe.  The  alveoli  are 
affected  by  this  inflammation  with  all  degrees  of 
intensity,  from  mere  superficial  catarrh  causing  slight 
epithelial  desquamation  to  the  most  deeply  destructive 
involvement  of  their  walls. 

* Professor  Niemeyer  states,  on  the  authority  of  Bartels  and 
Ziemssen,  that  pulmonary  collapse  always  precedes  catarrhal  or 
broncho-pneumonia.  This  is  a question  of  little  importance  to 
the  present  subject ; but  I cannot  think  that  such  is  the  case  with 
the  most  typical  forms  of  broncho-pneumonia.  It  certainly  very 
often  occurs  in  hooping-cough  that  inflammation  succeeds  to  col- 
lapse, less  frequently  so  in  measles ; but  induration  and  aggluti- 
nation of  the  air  cells  is  the  result — not  their  occupation  by  the 
large  catarrhal  cells  characteristic  of  true  broncho-pneumonia. 
Professor  Niemeyer’s  description  of  broncho-pneumona,  as  pre- 
senting, on  cutting  through  the  consolidation,  a smooth  surface, 
makes  it  appear  that  he  must  have  drawn  his  description  from 
collapsed  lobules,  which  have  become  subsequently  inflamed.  In 
my  experience,  certainly,  lobules  of  catarrhal  pneumonia  are  strik- 
ingly  granular  on  section. 
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In  the  simplest  alveolar  catarrh  the  cellular  products 
may  escape  with  the  expectoration,  leaving-  the  alveo- 
lar wall  undamaged.  In  the  next  degree  of  intensity, 
the  alveoli  and  minute  bronchi  become  blocked  with 
the  large  granular  cells,  which  are  produced  in  great 
abundance.  These  cells,  thus  stuffing  the  alveoli, 
almost  immediately  begin  to  undergo  fatty  degener- 
ation— the  process  by  which  resolution  is  naturally 
effected.  They  may  liquefy,  and  be  partially  ab- 
sorbed, partially  expectorated ; but  the  alveolar  walls 
have  been  damaged,  and  permanent  local  collapse 
remains  behind  from  their  agglutination.  This  is 
the  natural  cure  of  the  disease  in  this  degree. 

In  some  cases  the  cellular  products,  after  having 
undergone  complete  fatty  degeneration,  become  in- 
spissated by  absorption  of  fluid  matter,  and  remain 
for  a long  time — perhaps  for  the  lifetime  of  the 
patient — in  the  cheesy  condition,  or  subsequently 
become  cretaceous.  This  may  be  called  natural 
arrest  by  obsolescence,  and  these  cheesy  masses  are 
commonly  looked  upon  as  “ old  tubercle.” 

In  the  still  more  intense  degree  of  the  process — 
catarrhal  pneumonia — now  under  consideration,  the 
alveolar  wall  is  deeply  involved  in  the  inflammation, 
so  that  it  subsequently  undergoes  fatty  degeneration 
together  with  its  cellular  contents  to  a depth  which 
varies  with  the  intensity  of  the  process,  and  breaks 
down  in  the  subsequent  liquefaction,  gradually  or 
rapidly,  according  to  circumstances. 

The  elastic  tissue  of  the  lung  takes  no  active  part 
in  any  of  its  inflammatory  processes ; it  escapes  but 
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little  altered  when  the  alveoli  break  down,  and  thus, 
on  being  recognised  in  the  sputa,  affords  certain  evi- 
dence of  pulmonary  destruction.  It  will,  of  course, 
be  understood  that  there  is  no  real  line  of  demarca- 
tion between  the  degrees  of  severity  above  described 
separately.  The  intensity  of  the  first  attack  may  at 
once  determine  the  depth  of  injury,  or  the  lighter  may 
gradually  pass  into  the  graver  degree. 

But,  in  addition  to  the  parenchyma^  proper  of  the 
lung,  which,  with  its  epithelium,  is  the  special  seat  of 
catarrhal  pneumonia,  there  is  the  fibrous  stroma,  if 
one  may  so  style  it,  formed  by  the  interlobular 
areolar  tissue,  supplying  sheaths  to  the  vessels  and 
bronchi,  contributing  also  to  the  formation  of  the 
alveoli,  and  intimately  connected  at  the  surface  of 
the  lung  with  the  investing  pleura.  It  could  not  be 
expected  that  an  inflammation  of  the  lung  of  any 
great  severity  would  leave  this  widely  spread  tissue 
untouched ; and  it  might  also  be  anticipated,  on  re- 
flection, that  a tissue  thus,  comparatively  speaking, 
deeply  placed  would,  as  a very  general  rule,  only  be 
affected  secondarily  to  disease  of  the  parenchyma  or 
pleura.  From  this  interstitial  tissue  are  derived  the 
tough,  fibrous,  pus-secreting  walls  of  cavities,  and 
the  trabeculae  which  for  a long  time  resist  the  most 
severely  destructive  processes.  The  inflammatory 
process  in  this  tissue  is,  as  a rule,  a much  more  de- 
liberate one;  even  when  in  a state  of  active  ulcera- 

3 The  term  “ parenchyma”  is  conveniently,  and  perhaps  cor- 
rectly, restricted  to  the  minutest  bronchi  and  the  alveoli  into 
which  they  are  expanded. 
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tion,  as  in  the  walls  of  some  cavities,  the  destruction 
is  molecular,  sphacelus  is  rare.  Inflammatory  reac- 
tion in  this  tissue,  indeed,  more  generally  partakes 
of  the  character  of  growth  under  irritation,  producing 
a more  or  less  general  condition  of  fibrosis  of  the 
lung.  Decay,  however,  the  inevitable  result  of  in- 
flammation, finally  sets  in  ; the  fibrous  tissue,  at  first 
merely  hypertrophous,  loses  its  characters  as  such  ; 
its  nuclei,  at  first  very  abundant,  gradually  fade  ; its 
fibres  fuse  into  tough  homogeneous  bands,  and  in 
their  turn  become  granular  and  fatty  and  finally 
crumble  away. 

The  various  primary  diseases — broncho-pneumonia, 
croupous  pneumonia,  chronic  tubercle,  pleurisy,  etc. — ■ 
upon  which  pulmonary  fibrosis  supervenes  are  there- 
by marked  by  clinical  features  of  great  interest  and 
of  significance  for  prognosis.  But  sometimes  the 
fibrosis  is  so  extensive  as  to  become,  whatever  its  ori- 
gin may  have  been,  the  essential  disease.  Such  cases 
have  been  very  conveniently  classified  separately 
by  Dr.  Andrew  Clark  under  the  term  “fibroid  phthi- 
sis.” He  regards  the  disease  as  sometimes  of  idio- 
pathic origin,  or — what  amounts  to  nearly  the  same 
thing — as  a disease  which  progressively  invades  and 
destroys  the  lung  from  some  one  point  of  origin,  as  a 
local  pleurisy  or  bronchitis.  I must  confess  that  in  my 
much  smaller  experience  I have  not  yet  met  with  a 
case  in  which  the  fibrosis  has  appeared  to  me  to  have 
been  either  idiopathic  or  to  have  thus  extended  widely 
beyond  the  primary  disease  without  the  supervention 
of  another  disease,  such  as  tubercle,  or  a repetition  of 
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the  primary  malady.  I will  refer  to  this  again,  how- 
ever, later. 

It  would  be  exceedingly  profitless  to  go  historically 
into  the  question  as  to  the  essential  nature  and  mode 
of  origin  of  tubercle. 

Sufficient  evidence  has  now  accumulated  to  render 
it  tolerably  certain  that  tubercle  is  a morbid  growth 
of  the  lymphatic  gland  class,  and  that  it  may  be  a 
mere  hyperplasia  of  the  gland  tissue  normally 
minutely  disseminated  through  the  organs  of  the 
body  (Sanderson).  The  characteristic  form  of  tu- 
bercle is  the  grey  granulation  which  has  its  seat  in 
the  alveolar  wall,  or  in  the  connective  tissue  sheathing 
vessels,  or  under  the  mucous  membrane  of  the  bron- 
chial tubes.  It  is  vascular,  and  under  favourable 
circumstances  undergoes  development  into  a peculiar 
form  of  fibroid  tissue,  at  first  very  recognisable  from 
ordinary  hyperplastic  fibrous  tissue,  but  which  subse- 
quently becomes  converted  into  bands  or  tracts  of 
uniform  homogeneous  texture,  and  finally  fattily  de- 
generates and  is  removed. 

This  development  of  tubercle,  before  its  final  decay, 
has  hardly  been  sufficiently  insisted  upon  as  an  essen- 
tial character  always  observable  if  circumstances  per- 
mit the  attainment  of  the  necessary  stage.  It  is, 
however,  in  strict  accordance  with  the  lymphatic 
gland  type  of  this  morbid  growth,  and  it  is  of  some 
importance  as  affecting  the  clinical  characters  of 
chronic  tuberculosis.  In  acute  tuberculosis,  the  pa- 
tient does  not  often  live  long  enough  for  any  process 
of  the  kind  to  take  place.  In  chronic  pulmonary  tu- 


PULMONARY  PHTHISIS. 


IS 


berculisation,  however,  and  when  tubercle  attacks  a 
lung-  rendered  quiescent  by  previous  disease,  the 
stag-es  of  development  of  tubercle  into  fibroid  tissue 
may  be  seen. 

Having  said  this,  however,  it  is  necessary  to  re- 
mark that  many  distinguished  pathologists  in  this 
country  and  abroad  refuse  to  admit  the  lymph- 
gland-like  structure  of  tubercle,  affirming  that  the 
true  fibrillated  stroma,  with  stellate  cells  in  the 
angles  of  its  network,  always  seen  in  the  follicles 
of  a normal  lymphatic  gland,  is  not  to  be  recognised 
in  tubercle.  The  stroma  of  tubercle  differs  from 
that  of  a gland  follicle,  according  to  these  observ- 
ers, in  that  it  is  made  up  of  homogeneous  fibrils 
shewing  no  trace  of  cellular  development,  and,  it  is 
hinted,  that  this  stroma  in  tubercle  is  altogether  a pro- 
duct of  the  hardening  process  to  which  the  specimen 
has  been  submitted  and  is  not  to  be  recognised  at 
all  in  fresh  sections.  It  must  of  course,  however,  be 
remembered  that  the  structure  of  tubercle  is  re- 
garded as  analogous  to  that  of  lymph-gland  tissue 
indurated  and  enlarged  by  irritation — under  which 
circumstances  the  cells  become  densely  packed,  and 
the  gland  stroma  loses  its  cellular  structure,  and,  fin- 
ally, assumes  the  tougher  homogeneous  form  undis- 
tinguishable  from  that  of  tubercle.  I cannot  help 
myself  being  firmly  persuaded  that  this  view  of  the 
lymphatic  nature  of  tubercle  is  far  more  in  accord 
with  the  results  of  careful  microscopic  observation 
than  that  which  would  class  it  amongst  the  ordinary 
products  of  inflammation. 
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As  regards  the  origin  of  tubercle,  opinions  are 
extremely  various  and,  indeed,  irreconcilable ; but 
the  tendency  of  modern  research — the  experiments 
on  inoculation  in  animals,  and  the  very  powerful  ad- 
vocacy of  the  late  Professor  Niemeyer — is  certainly 
to  show  that  tubercle  is  much  more  commonly  a 
secondary  disease  than  has  until  lately  been  sus- 
pected— that  people  are,  in  fact,  only  very  exception- 
ally, if  ever,  born  to  die  of  tuberculosis.  A due 
appreciation  of  this  doctrine,  so  different  from  that 
even  now  accepted  by  many,  is  of  almost  national 
importance  in  giving  encouragement  to  those  hy- 
gienic and  other  measures  of  prevention,  the  neglect 
of  which  has  too  often  been  sanctioned  by  a fore- 
gone conclusion.  It  would,  I think,  however,  be 
extremely  injudicious  to  deny  hereditary  predisposi- 
tion to  tubercle  altogether.  Moreover,  when  we 
come  to  the  question  of  hereditary  predisposition  to 
those  forms  of  consumption  which  originate  in  ca- 
tarrhal pneumonia,  it  is  freely  admitted  that  the 
offspring  of  consumptive  parents  have  a tenden- 
cy to  this  form  of  pulmonary  phthisis,  that  the 
scrofulous  have  a like  tendency  [Niemeyer],  and 
that  scrofulosis  is  sometimes  hereditary.'*  Again, 
from  the  tendency  to  the  occurrence  of  chronic  in- 
flammation especially  in  glands  leaving  behind 
cheesy  deposits,  by  which  the  scrofulous  diathesis 
is  characterised,  it  is  regarded  as  the  constitutional 
state  in  which  true  tuberculosis  is  most  likely  to 


4 Waldenburg,  Die  TubcrcHlosc,  etc.,  p.  524. 
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occur.  My  own  observation  would  not  enable  me 
to  agree  in  this  latter  view. 

These  statements  necessitate  a considerable  ad- 
dition to  the  list  of  those  who  are  hereditarily 
liable  to  tubercle  in  the  old-fashioned  sense  of 
the  term.  But  it  must  be  remarked  that  catar- 
rhal pneumonia  and  scrofulosis  can  be  more  effi- 
ciently guarded  against,  by  attention  to  climate, 
soil,  etc.,  and  more  successfully  treated,  than  truly 
tubercular  disease.  My  colleague.  Dr.  C.  Theo- 
dore Williams,  the  latest  authority  on  the  ques- 
tion of  hereditary  predisposition  to  consumption  (in 
its  broad  sense),  in  a paper  read  before  the  Medical 
and  Chirurgical  Society  in  January,  1871,  gave  48 
per  cent,  as  the  proportion  in  which,  out  of  1000 
carefully  noted  cases,  family  predisposition  could  be 
traced,  using  the  term  “family”  to  include  brothers 
and  sisters  and  first  cousins.  It  thus  appears  that, 
even  making  every  allowance  for  alterations  in 
terms  and  views,  fewer  people  die  of  hereditary 
consumption  now  than  formerly.  It  may  be,  of 
course,  that  traditional  opinion  has  simply  been 
erroneous  in  regarding  consumption  as  so  strongly 
hereditary,  but  it  is  perhaps  nearer  the  truth  to  say 
that  under  the  influence  of  superior  hygienic  circum- 
stances, since  Sanitary  Science  has  been  so  much 
popularised,  hereditary  predisposition,  as  strong  and 
real  as  ever,  gets  fewer  opportunities  of  being 
nursed  by  neglectful  hygiene  into  confirmed  dis- 
ease. 

To  return  from  this  digression — perhaps  a pardon- 
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able  one,  considering-  the  importance  of  the  subject 
— there  are  yet  a few  words  to  be  said  respecting 
the  mechanical  effects  of  the  respiratory  movements 
of  the  chest  walls  upon  the  lungs  and  their  investing 
pleura. 

In  health,  ordinary  inspiration  is  a muscular  act, 
by  which  the  elasticity  of  the  lungs  is  overcome,  and 
their  expansion  is  effected  to  a certain  degree.  Or- 
dinary expiration,  on  the  other  hand,  is  the  elastic 
recoil  of  the  lungs  bearing  with  it  the  chest  pariet6s 
to  a point  beyond  that  to  which  their  natural  resili- 
ence would  bring  them.  There  is,  consequently,  a 
resilient  force  in  reserve,  which  goes  to  help  muscular 
action  in  the  first  part  of  inspiration.  It  is  easy  to 
see  how  greatly  this  arrangement  adds  to  the 
smoothness  of  the  mechanism  of  respiration,  the  com- 
mencement of  each  act  of  which  is  normally  almost 
wholly  accomplished  by  elastic  power.  A glance  at 
one  diseased  condition — emphysema — in  which  the 
elasticity  of  the  lungs  is  impaired  so  that  they  do 
not  contract  to  the  normal  extent  in  expiration, 
awakens  our  attention  to  the  importance  of  what 
may  at  first  sight  appear  a trivial  matter : the  thor- 
acic parietes  in  emphysema  are  not  drawn  in  beyond 
their  position  of  rest — i.e.,  that  position  which  they 
would  naturally  attain  on  a free  opening  being  made 
into  the  pleural  cavity.  The  abrupt  and  jerking 
manner  in  which  inspiration  commences  in  cases  of 
emphysema,  being  effected  by  a conscious,  albeit  an 
habitual,  effort  on  the  part  of  the  sufferer,  cannot  be 
regarded  without  offence  to  one’s  instinctive  sense  of 
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mechanical  perfection.  But  in  cases  of  Phthisis  we 
have  to  do  with  local,  rather  than  gfeneral,  altera- 
tions in  the  pulmonary  texture;  diminution,  rather 
than  enlargement,  of  the  space  occupied  by  the 
lungs;  increased  local  resistance  to  expansion, 
rather  than  diminished  tendency  to  recoil;  and 
the  parts  within  the  chest  which  are  most  affected 
by  these  causes  are  the  pleura  and  the  bronchial 
tubes. 

Why  is  it  that  pleural  adhesions  are  so  common 
in  chronic  lung  diseases,  and  especially  in  phthisis  ? 
The  answer  usually  given  is— Firstly,  that  inflamma- 
tion of  the  lung  is  very  apt  to  extend  to  the  pleura; 
secondly,  that  tubercle  is  very  prone  to  attack  serous 
membranes,  and  tubercular  pleurisy  is  conspicuously 
a dry  adhesive  pleurisy.  Both  these  statements  are 
doubtless  true,  so  far  as  they  go ; but  they  are  by  no 
means  sufficient  to  explain  the  frequent  and  inevit- 
able pleurisies  and  local  adhesions  of  Phthisis,  and 
notably  of  those  varieties  of  phthisis  about  which 
there  is  most  dispute  as  to  their  having  anything  to 
do  with  tubercle. 

Confining  our  attention  now  to  cases  of  Phthisis, 
though  these  observations  are  really  applicable  to 
other  chronic  pulmonary  diseases,  there  are  a few 
points  worthy  of  remark  concerning  pleural  adhe- 
sions. 

1.  They  are  pretty  accurately  limited  to  those 
portions  of  pleura  corresponding  with  diseased  lung 
beneath. 

2.  The  more  contractile  the  lung  disease,  and  the 
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tougher  its  texture,  the  thicker  the  pleura  covering 
it. 

3.  Post-mortem  there  is  frequently  to  be  found  no 
tubercle  at  all  in  the  adhesions,  and  still  more 
frequently  no  tubercular  granulations  in  the  pleura 
immediately  in  the  neighbourhood  of  the  adhe- 
sions. 

4.  In  cases  of  very  chronic  phthisis  (not  secondary 
to  pleurisy),  vidth  contraction  and  induration  of  part 
of  one  lung,  we  find  post-mortem  opposite  the  oldest 
part — e.g.,  the  apex — the  two  pleural  layers  perhaps 
intimately  fused  together,  forming  a white  fibrous 
covering  half  or  three-quarters  of  an  inch  in  thick- 
ness. Lower  down,  however,  we  find  the  layers, 
each  somewhat  thickened,  separated  by  a striated 
jelly-like  material — oedematous  connective  tissue — 
the  fine  striae  of  which  pass  vertically  from  one 
pleural  surface  to  the  other. 

The  real  explanation  of  the  recurring  pleuritic 
pains  and  adhesions  in  cases  of  phthisis  is,  that 
when  a portion  of  lung  becomes  damaged  in  texture 
by  disease  it  ceases  to  follow  accurately  the  expan- 
sile movements  of  the  chest-wall ; a certain  gliding 
or  rubbing  motion  takes  place  between  the  two 
normally  corresponding  pleural  layers  at  this  point ; 
friction,  local  pleuritis,  and  adhesion  result.  We 
can  readily  understand,  therefore,  how  it  is  that 
a friction  sound  is  often  the  first  evidence  we  get 
of  local  pulmonary  disease,  and  that  a new  fric- 
tion sound  means  most  generally  more  than  mere 
dry  pleurisy;  it  means,  in  fact,  an  accession  of  lung 
disease. 
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When  the  lung"  disease  is  of  a very  chronic  in- 
durative, contractile  character,  as  in  the  cases  re- 
ferred to  above  in  section  4,  the  effect  of  the  con- 
tinued inspiratory  efforts  to  expand  the  toughened 
lung  is  to  stretch  out  the  adhesions  and  to  separate 
the  pleural  layers  to  a certain  extent ; the  further 
contraction  of  the  lung  continues  the  process,  so  that 
the  parietal  and  visceral  pleurae  become  separated 
by  a considerable  interval  of  half  or  three-quarters 
of  an  inch.  This  space  is  at  first  filled  by  serous 
fluid  effused  into  the  meshes  of  the  areolar  tissue  of 
the  stretched  adhesions.  We  thus  get  the  oedema- 
tous  pleura.  At  a subsequent  stage,  however,  of  the 
disease,  by  the  continued  growth  of  the  areolar 
tissue,  the  whole  space  becomes  occupied  by  tough 
fibrous  tissue,  and  the  two  layers  become  completely 
welded  together  into  one  uniform  fibrous  thickness. 
That  this  is  the  real  history  of  the  enormous  thick- 
ening of  the  pleura  in  many  cases  of  chronic  phthisis 
I have  satisfied  myself  by  repeated  observation. 5 
It  has  seemed  to  me  that  thickening  of  the  pleura 
has  been  regarded  too  much  in  the  light  of  a very 
dangerous  pathological  process,  liable  to  extend  in- 
to and  by  its  contractile  power  to  squeeze  out  of 
existence,  so  to  speak,  the  proper  lung  tissue, 
whereas  it  will  be  found  on  careful  examination  to 
be  most  generally  a condition  secondary  and  quite 
subsidiary  to  the  lung  disease. 

In  primary  pleuritis  the  thickened  pleura  is  pro- 

5 Vide  Path.  Trans.,  vol.  xx.,  pp.  59-61. 
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duced  in  a different  way.  After  absorption  of  the 
fluid  a certain  thickness  of  lymph  often  remains  be- 
tween the  two  layers  of  the  pleura,  into  which  the 
granulations  from  each  surface  penetrate,  and  finally 
unite,  completing  the  adhesion.  There  are  many 
cases  of  phthisis  of  the  pneumonic  kind  of  tolerably 
acute  progress,  and  attended  with  little  contraction, 
in  which,  though  the  pleural  surfaces  are  inflamed 
and  covered  with  finely  granular  lymph,  they  do  not 
become  united.  It  is  in  these  cases  that  pneumo- 
thorax is  especially  likely  to  occur. 

Bronchial  dilatation  (bronchiectasis)  is  another 
important  morbid  condition  with  which  the  chest 
movements  have  something  to  do.  The  main  causes 
of  bronchiectasis  may  be  summed  up  as  follows : — 
I.  Damage  to  the  texture  of  the  bronchial  tube — 
atrophy  of  mucous  membrane  and  thickening  of 
fibrous  coat  (Biermer).®  2.  Increased  air-pressure 
during  cough,  acting  principally  at  those  portions 
of  the  lungs  where  there  is  least  support,  notably 
the  apices.  3.  The  expansion  of  the  chest  wall,  or 
rather  the  struggle  to  expand  it,  failing  to  affect  the 
air  cells  which  are  obliterated  by  disease,  acting  in- 
directly upon  the  bronchial  tubes.  4-  The  diseased 
lung  in  its  contractile  forms,  contracting  in  various 
directions  tending  to  widen  the  imbedded  bronchial 
tubes. 

The  constant  movement  of  the  lungs  no  doubt  goes 
far  to  modify  and  hasten  the  progress  of  morbid  pro- 

6 Krankhcitcn  dcr  Bronchial  und  dcs  Lnngcn-Parcnchyms : 
Handbiich  dcr  spcciallcn  Palhologic.  Virchow. 
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cesses  going-  on  within  them.  This  must  have  oc- 
curred to  the  minds  of  many  Physicians,  and  even 
more  forcibly  to  Surgeons,  who  have  to  deal  with 
wounds  of  the  lung.  We  certainly  often  see  in  the 
lung  compressed  by  fluid  or  air,  a complete  arrest  of 
the  phthisical  process  which  had  been  previously 
active  there.  At  the  same  time  it  must  be  remem- 
bered there  is  also  in  such  cases  complete  and 
often  permanent  arrest  of  the  function  of  that  lung. 
Had  we  complete  command  over  the  duration  of  any 
effusion  into  the  pleura  we  might  artificially  induce, 
the  possibility  of  employing  such  a line  of  treatment 
mig-ht  be  entertained.  At  present  the  question  is 
worthy  of  being  raised  whether  in  the  acute  stage  of 
one-sided  apex  disease  any  method  for  restraining  the 
movements  of  that  apex,  might  be  adopted,  as  ,e.g.,  by 
binding  the  arm  to  the  side.  I have  myself  no 
experience  to  guide  me  to  an  opinion.  The  constant 
admission  of  air  to  the  softening  tissues  of  the  lung 
is  also  a condition  impossible  to  remove,  but  which 
must  be  borne  in  mind  in  regarding  the  peculiarly 
destructive  character  of  the  inflammatory  processes 
affecting  it. 

I have  now  passed  in  brief,  and  I fear  very  imper- 
fect review  some  of  the  main  points  in  the  pathology 
of  phthisis  which  have  a direct  clinical  bearing,  and 
a due  appreciation  of  which  will,  I think,  materiall)'^ 
assist  in  the  correct  reading  of  the  cases  as  they 
appear  before  us  in  the  subsequent  chapters. 


CHAPTER  III. 

ALVEOLAR  CATARRH  AND  CATARRHAL  PNEUMONIC 
PHTHISIS. 

Alveolar  catarrh  may  advance  to  Catarrhal-Pneumonic,  or  Tu- 
herculo-Pneumonic,  or  Tuberculo-Fihroid  Phthisis:  the 

first  stage  of  phthisis  most  amenable  to  treatment — Dia- 
gnosis— Illustrative  case  of  Catarrhal-pneumonic  Phthisis 
in  an  early  stage — Comments  on  etiology,  prognosis,  and 
treatment. 

It  would  hardly  be  instructive  to  give  an  illustrative 
case  of  Alveolar  Catarrh  in  the  first  and  slightest 
degree,  that  stage  which  forms  the  connecting  link 
between  the  prodromal  catarrh  of  Niemeyer  and 
catarrhal  pneumonia.  This  condition  is,  however,  an 
extremely  common  one,  and  may  be  very  readily 
overlooked,  for  the  signs  by  which  it  is  recognised 
are  only  faintly  marked.  It  must  be  considered  as 
really  the  first  stage  of  phthisis — through  which,  at 
least,  all  cases  of  catarrhal-pneumonic  phthisis,  and 
therefore  the  majority  of  cases  of  pulmonary  con- 
sumption, pass. 

The  pathology  of  this  disease  consists,  as  has  been 
before  intimated,  in  the  proliferation  of  the  epithe- 
lium of  the  air  cells  by  a catarrhal  process  of  the 
most  superficial  kind  affecting  them.  Tubercle  has 
nothing  whatever  to  do  with  this  process,  which 
may,  indeed,  pass  on  to  catarrhal  pneumonia  and 
destruction  of  the  lung  without  tubercle  taking  any 
conspicuous  part  in  it.  But  an  irritative  over- 
growth of  the  minutely  dispersed  adenoid  or  gland 
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tissue  of  the  lung,  which  has  been  before  referred 
to,  may  be  set  up  secondarily  by  the  catarrh,  and 
then  the  disease  in  its  further  stages  assumes  the 
characters  of  that  described  by  Addison  as  tu- 
berculo-pneumonic  phthisis.  Further,  the  adenoid 
growth,  accompanied,  as  it  always  is,  by  more  or 
less  increase  of  fibrous  tissue,  may,  having  once  been 
set  going  by  the  irritation  of  a simple  catarrh,  take 
so  prominent  a part  in  the  future  progress  of  the 
disease  as  to  eclipse  altogether  the  catarrhal  process, 
and  we  get  a somewhat  rare,  insidiously  progressive 
and  very  destructive  disease,  which,  I think,  has  not 
been  fully  described  in  its  entirety,  but  which  closely 
corresponds  anatomically  with  the  iron-grey  indura- 
tion of  Addison,  and  invades  the  lung  by  substitu- 
tion of  a fibroid  tissue,  inch  by  inch,  from  apex  to 
base. 

These  may  be  said  to  be  the  three  directions  in 
which  alveolar  catarrh  when  it  runs  an  unfavourable 
course  may  lead,  and  its  tendency  to  develope  into 
such  formidable  morbid  processes  is  a sufficient 
reason  for  its  being  naturally  regarded  as  the  first 
stage  of  phthisis.  Hereditary  predisposition,  exist- 
ing cachexia,  and  the  special  nature  of  the  influences 
which  have  produced  the  disease  play  an  important 
part  in  determining  its  future  characters — t.e.,  whether 
it  shall  be  pneumonic,  tuberculo-pneumonic,  or  tuber- 
culo-fibroid ; also,  whether  its  course  shall  be  rapid, 
or  insidious,  or  intermittent.  But  I must  hasten 
to  observe  that  if  alveolar  catarrh  be  early  recog- 
nised and  rationally  treated  its  progress  may  be 
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in  a large  number  of  cases  entirely  checked,  and 
the  more  adverse  the  circumstances  which  have  led 
to  the  development  of  the  disease,  the  more  hope  is 
there,  on  their  removal,  of  convalescence.  , 

How,  then,  can  this  condition  be  recognised  in  its 
earliest  stage.  Professor  Niemeyer,  who  has  more 
than  any  other  author  urged  the  importance  of  its 
early  detection  and  treatment,  regards  the  presence 
of  pyrexia  as  the  one  symptom  above  all  others  in- 
dicating the  extension  of  the  catarrh  to  the  alveoli, 
and  he  attaches  some  weight  to  streaky  haemoptysis 
as  a sign  of  the  alveoli  having  become  involved  in 
the  catarrhal  process.  The  significance  of  these 
symptoms  when  present  is  beyond  question ; indeed, 
I think,  when  there  is  elevation  of  temperature  we 
always  have  some  pneumonia  present,  and  have 
therefore  arrived  at  a stage  beyond  mere  catarrh. 

The  patient  who  is  the  subject  of  alveolar  catarrh 
has  always  been  depressed  in  health,  through  tardy 
convalescence  from  some  other  disease,  or  bad  living, 
or  mental  anxiety  ; he  has  had  a persistent,  though  it 
may  be,  a slight  cough,  for  a longer  or  shorter  time, 
and  has  during  that  time  been  getting  thinner.  At  this 
stage  the  physical  signs  are  very  slight,  but  sufficient 
for  diagnosis  in  conjunction  with  the  symptoms  and 
history.  There  is  no  dulness  or  impaired  movement, 
but  the  respiration  is  weaker  at  one  apex,  the  inspira- 
tion being  wavy,  or  even  jerking.  There  are  usually 
a few  sonorous  rales  present,  which,  if  limited  to  that 
apex,  are  very  significant ; and,  in  addition,  one  hears 
at  the  extreme  summit  of  the  lung  (supra-clavicular  or 
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supra-spinous  region)  a peculiar  crumpling  sound  at 
the  moment  of  cough,  which  differs  both  in  time  and 
degree  from  the  crepitant  sound  audible  at  a some- 
what later  stage  with  the  first  inspiration  following  a 
cough. 

Not  to  refine  too  much,  though  we  have  to  deal  with 
very  slight  physical  signs — ^which,  the  slighter  they 
are  the  more  important  are  they  to  be  recognised — 
we  may  say  that  physical  signs  of  bronchial  catarrh 
limited  to  one  apex,  and  associated  with  a decided 
imperfection  of  the  respiratory  murmur  at  that  apex, 
afford,  when  taken  in  conjunction  with  the  symptoms 
— more  particularly  emaciation — unmistakable  evi- 
dence of  incipient  phthisical  disease,  upon  which  we 
must  advise  most  decidedly  if  we  do  not  wish  to  see 
the  patient  pass  beyond  our  control  so  far  as  positive 
cure  is  concerned. 

There  is  no  clinical  line  of  demarcation  to  be  drawn 
between  this  condition  and  the  prodromal  catarrh 
which  precedes  it,  or  the  catarrhal  pneumonia  into 
which  it  is  apt  to  pass ; they  shade  imperceptibly  into 
one  another.  I only  specially  refer  to  this  stage  as 
the  earliest  recognisable  stage  of  phthisis.  I now 
pass  on  to  give  a case  illustrative  of  catarrhal  pneu- 
monia in  an  early  stage,  which  also  bears  out  some  of 
the  above  remarks  respecting  the  most  common  eti- 
ology of  this  form  of  consumption. 

S.  S.,  aged  29,  a married  woman  engaged  in 
domestic  duties  and  suckling  a child  aged  7 weeks, 
came  under  my  notice  as  an  out-patient  in  April  1871, 
Her  mother  had  died  of  consumption  within  two  years 
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of  the  patient’s  birth,  and  an  elder  sister  had  been 
affected  with  the  disease  in  an  early  stag-e.  She  had 
enjoyed  fair  health  until  her  first  confinement,  when 
she  was  with  difficulty  delivered  of  twins,  only  one  of 
whom  survived  the  birth,  which  was  stated  to  have 
been  a “cross  one.”  This  child  she  suckled  for 
eleven  months,  when  she  again  became  pregnant  with 
her  present  child.  Ever  since  her  last  confinement 
she  had  suffered  with  increasing-  debility,  emaciation, 
and  cough,  and  shortly  before  that  time  she  had  had 


slight  haemoptysis. 

She  was  a tall,  thin,  anaemic  woman,  with  the  worn 
look  so  characteristic  of  over-lactation  or  rapid  child- 
bearing ; her  larg-e,  heavy,  pendulous  breasts,  mar- 
bled with  large  veins,  increased  by  contrast  the 
apparent  general  flatness  and  narrowed  antero-pos- 
terior  diameter  of  the  chest.  There  was  no  local 
flattening  however  at  either  apex,  and  the  respira- 
tory movements  though  generally  deflcient  were  not 
more  so  at  one  apex  than  at  the  other.  On  percus- 
sion over  the  summit  of  the  left  lung  the  resonance 
was  somewhat  less  than  on  the  opposite  side;  the 
respiratory  sounds  there  were  harsh,  and  accom- 
panied by  some  moist  crepitation,  which  extended 
to  the  second  rib.  The  respiratory  murmur  elsewhere 
was  of  fairly  good  quality,  but  somewhat  feeble. 

The  main  symptoms  complained  of  were  troublesome 

cough  and  yellow  expectoration,  shortness 
general  weakness,  and  giddiness  in  the  head^  The 
pulse  was  quick  and  weak,  the  appetite  indifferent, 

but  digestion  fairly  good. 
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The  case  was  regarded  as  one  of  Catarrhal-pneu- 
monic Phthisis  in  an  early  stage,  the  disease  being 
limited  to  the  left  apex,  and  supervening  upon  the 
exhausting  effects  of  more  than  thirty  months’  contin- 
uance alternately  of  gestation  and  lactation.  She 
was  directed  immediately  and  completely  to  wean  the 
child,  to  take  abundance  of  appropriate  food,  with  a 
moderate  amount  of  beer.  Some  counter-irritation 
was  applied  at  the  left  apex,  and  cod-liver  oil  and 
steel  wine  administered,  with  some  morphia  and  ipe- 
cacuanha lozenges  for  the  cough. 

On  again  examining  the  chest  a month  later  the 
moist  sounds  were  no  longer  audible  with  ordinary 
respiration,  but  a few  crackles  were  heard  after 
cough.  There  was  slight  flattening  at  the  left  apex, 
which  became  more  obvious  on  deep  inspiration , 
the  respiratory  sounds  were  feeble  there,  while  on  the 
opposite  side  they  were  more  developed,  and  on  per- 
cussion the  line  of  resonance  of  the  right  lung  ex- 
tended a little  to  the  left  of  the  mid-sternal  line. 
There  was  no  evidence  of  a cavity  at  the  left  apex, 
and  no  extension  of  the  disease  below.  The  health  of 
the  woman  was,  though  improved,  by  no  means  re- 
stored ; she  was  still  anaemic  and  thin.  Her  cough 
was  troublesome,  especially  in  the  morning,  and  ex- 
pectoration difficult,  the  effects  of  coughing  often 
causing  vomiting  at  that  time.  She  had  neglected 
to  completely  wean  her  child,  and  continued  to  ‘ give 
it  the  breast  now  and  then.”  The  pulse  was  quiet 
but  weak ; the  appetite  improved.  She  had  been 
unable  to  take  a stronger  preparation  of  iron  ordered 
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a fortnig-ht  previously,  and  was  obliged  to  fall  back 
upon  the  steel  wine.  Three  weeks  later  she  had  very 
greatly  improved  in  health  and  strength ; some  col- 
our had  returned  to  the  cheeks,  and  she  was  gaining 
flesh  rapidly. 

This  case,  though  not  complete,  illustrates  so  many 
points  in  the  clinical  history  of  catarrhal-pneumonic 
phthisis^  in  its  earlier  stages  that  I have  related  it  in 
preference  to  others. 

I employ  the  term  “ catarrhal-pneumonic  phthisis” 
because  the  term  pneumonic  phthisis  is  often  used  to 
signify  cases  which  have  commenced  as  basic  pneu- 
monia in  which  the  consolidation  has  not  undergone 
complete  resolution.  It  may  be  true  that  we  some- 
times meet  with  genuine  croupous  pneumonia  at  one 
apex.  I believe  such  cases  are,  however,  exceedingly 
rare.  The  case  now  under  consideration  could  not  be 
confounded  with  such ; the  dulness  was  never  absolute, 
the  respiration  was  not  decidedly  bronchial,^  nor 
was  the  crepitation  that  of  typical  pneumonia. 

7 This  case  would  be  grouped  under  one  of  the  following  head- 
ings by  the  authors  named Pneumonic  phthisis,  Addison ; 
catarrhal  pneumonia,  Niemeyer,  Herard  and  Comil;  epithelial 
pneumonia,  Andrew  Clark. 

8 The  breath-sound  which  is  audible  over  a portion  of  lung 
when  the  consolidation  is  not  uniform,  but  in  scattered  nodules, 
is  variable  within  certain  limits  ; sometimes  it  is  simply  harsh, 
sometimes  bronchial,  but  with  some  vesicular  murmur  super- 
added.  I find  the  term  “broncho-vesicular”  a convenient  one 
briefly  to  describe  this  sound.  It  also  very  well  describes  the 
sound  frequently  heard  over  a small  cicatrising  cavity  with  com- 
pensatory vesicular  enlargement  around  it.  When  the  nodules 
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But  in  other  cases,  which  do  not  essentially  differ 
from  this  save  in  degree,  the  dulness  may  be  complete 
and  the  crepitation  undistinguishable  from  that  of  true 
exudative  or  croupous  pneumonia,  the  respiration 
being  also  tubular,  but,  I think,  never  so  intensely  so 
as  that  of  basic  pneumonia.  This  of  course  might 
be  readily  accounted  for  by  the  seat  of  the  disease ; 
but  the  subsequent  course  of  such  cases  is  very  rarely 
indeed  that  of  simple  pneumonia.  They  do  not 
undergo  complete  resolutipn.  The  most  common 
course  is  for  the  consolidation  subsequently  to  soften 
and  break  up  into  cavities  ; and  on  post-mortem 
inspection  of  such  apex  consolidations,  we  find  the 
alveoli  stuffed  with  large  catarrhal  cells,  instead  of 
being  occupied  by  the  fibrinous  exudation  with 
entangled  corpuscles  characteristic  of  true  exudative 
pneumonia. 

We  must  not,  however,  draw  the  line  too  absolutely 
between  these  two  forms  of  pneumonia,  for  they  are 
certainly  not  unfrequently  mingled  together ; but  it 
is  the  catarrhal  pneumonia  which  is  the  important 
disease,  the  natural  tendency  of  which  is  to  break 
down  into  cavities,  while  any  croupous  pneumonia 
with  which  it  may  be  complicated  readily  undergoes 
resolution.  We  thus,  from  clinical  and  post-mortem 
experience,  know  that  an  acute  apex  pneumonia  is  of 
a much  more  serious  kind  than  a basic  one — it  should 
be  always  regarded  as  probably  a phthisical  pneumo- 
nia, and  although  we  cannot  strictly  speaking  agree 

are  large  enough  to  be  mapped  out  by  percussion,  of  course  the 
bronchial  breath-sound  will  be  correspondingly  isolated. 
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with  those  observers  who  say  that  the  inflammation 
has  been  determined  to  that  part  by  the  presence  of 
tubercles,  yet,  clinically  and  in  their  acceptation  of 
the  term  tubercle — as  including"  both  the  miliary 
granulation  and  nodules  of  catarrhal  pneumonia — 
this  view  will  I think  generally  hold  good. 

The  main  points  of  the  case  before  us  may  be 
summed  up  as  follows : — A woman  with  a tolerably 
strong  hereditary  tendency  to  consumption  (her 
mother  was  probably  phthisical  when  she  was  con- 
ceived), enjoys  fair  health  until  she  is  27,  but  in  the 
course  of  the  succeeding  two  years  and  a half  she 
gives  birth  to  three  children  in  two  confinements,  two 
of  whom  live  and  are  suckled  by  her.  Shortly  before 
the  birth  of  her  last  child  her  health  breaks  down 
altogether,  and  she  becomes  the  subject  of  phthisis. 
It  is  to  be  remarked  that  there  is  no  history  in  this 
case  of  any  exposure  to  cold. 

Now,  I think  it  is  fair  to  assume  that,  had  this  pa- 
tient been  in  happier  circumstances,  had  her  health 
not  been  depressed  by  the  development  at  her  expense 
of  three  infants  and  the  maintenance  of  two  of  them, 
while  she  herself  was  doubtless  not  in  the  enjoyment 
of  nutritious  food  in  any  great  abundance,  had  she 
sought  advice  earlier  (and  taken  it),  she  would  never 
have  become  phthisical — her  hereditary  proneness  to 
consumption  might  have  remained  a mere  latent 
tendency.  Had  there  been  any  family  tendency  to 
insanity,  it  is  quite  possible  that  the  same  evil  condi- 
tions which  have  now  led  her  to  become  phthisical 
might  have  caused  her  to  be  afflicted  with  some  form 
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of  puerperal  mania.  “ It  is  true  that  privation,  excess, 
errors  in  habits  of  life,  the  sedentary  occupations,  the 
pernicious  influence  of  certain  trades,  grief,  anxiety, 
and  other  wasters  of  vital  power,  will  not  suffice  to 
induce  consumption  in  all,  or  even  in  the  greater 
proportion  of,  individuals;  for  these  agents,  so  univer- 
sally prevalent,  are  part  of  the  daily  lot  or  of  the 
daily  errors  of  many  more  than  fall  victims  to 
consumption.  But  it  is  also  true  that  if  to  any  or  all 
of  these  conditions  that  of  inherited  tendency  to 
phthisis  be  superadded,  very  few  indeed  escape  the 
disease.”®  The  truth  of  this  remark  is  well  borne 
out  by  tha  above,  amid  numberless  other  cases  which 
must  be  familiar  to  physicians. 

The  points  about  the  case  which  rendered  the 
prognosis  a favourable  one,  with  certain  reservations, 
Yvere  : — i.  The  obvious  and  very  sufficient  determin- 
ing cause.  2. ‘The  limitation  of  the  disease  to  one 
apex.  3.  The  presence  of  considerable  crepitation  and 
some  dulness,  without  any  local  flattening  or  marked 
difference  in  expansion.  4.  The  absence  of  fever  at 
the  time  of  coming  under  observation. 

I.  If  the  circumstances  of  the  patient  admitted  of 
complete  rest  from  the  cares  and  anxieties  of  her 
position  of  life,  and  a change  to  a purer  air,  there 
would  scarcely  be  a doubt  as  to  the  prognosis  ; and 
although  she  has  had  no  advantages  of  this  kind,  and 
with  the  common  dread  of  her  class  of  becoming  again 
pregnant,  she  could  not  be  persuaded  completely  to 

9 Dr.  Pollock,  Elements  of  Prognosis  in  Consumption,  p.  340. 
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wean  her  child,  she  has  yet  greatly  improved ; the 
disease  has  not  extended,  the  physical  signs  show 
drying  up  of  secretion  sounds  and  pulmonary  col- 
lapsed® The  encroachment  of  the  margin  of  the 
opposite  lung,  and  the  gradual  appearance  subse- 
quently of  some  flattening,  show  that  the  lung  be- 
neath is  cicatrising.  This  encroachment  of  the  margin 
of  the  opposite  lung  towards  the  diseased  side  should 
always  be  anxiously  looked  for;  it  can  be  readily 
made  out  by  percussion,  and  when  the  disease  is 
one-sided,  it  precedes,  often  by  a long  interval,  any 
decided  apex  flattening, 

3.  The  late  appearance  of  flattening — coincidently, 
that  is  to  say,  with  the  lessening  and  disappearance 
of  moist  sounds  which  have  been  considerable — is  an 
important  sign  of  arrest  of  the  disease,  in  contradis- 
tinction to  flattening  which  comes  on  coincidentally 
with  an  advance  in  the  other  physical  signs,  and 
which  may  be  due,  therefore,  to  sheer  loss  of  lung 
substance,  or  to  the  presence  of  the  indurative  form 
of  disease,  chronic  pulmonary  tuberculisation,  which, 
though  of  chronic  course  is  yet  one  of  the  most  in- 
tractable of  lung  affections.  Flattening  must  then 
only  be  considered  in  conjunction  with  other  signs, 
and  with  especial  regard  to  the  period  of  its  appear- 
ance. In  the  case  before  us,  it  signifies  together 
with  the  other  signs  pulmonary  collapse,  with  per- 
haps a few  shrunken  nodules,  adhesion  and  some 
thickening  of  the  pleura. 

10  Since  the  above  was  written  this  patient  has  had  a second 
distinct  attack  which  has  resulted  in  further  damage  to  the  left 
lung  but  from  which  she  has  again  rallied. 
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With  regard  to  the  management  of  such  cases  as 
this,  there  is  little  comment  needed.  It  is  unnecessary 
to  point  out  the  great  importance  of  complete  removal 
for  a time,  at  least,  from  the  adverse  circumstances 
which  in  the  first  place  induced  the  disease.  In  the 
case  of  women  who  are  suckling,  a partial  weaning 
of  the  child  is  of  very  little  use ; the  irritation  and 
vascularity  of  the  breasts  is  kept  up  by  the  occasional 
sucking  of  the  child,  and  the  nutrition  is  diverted 
from  its  natural  objects  almost  as  completely  as  before. 
Iron  and  cod-liver  oil  are  the  necessary  remedies. 
One  of  the  best  forms  of  iron  to  begin  with  is  the 
ammonio-citrate,  to  which  a little  aromatic  ammonia 
is  added.  The  sesquichloride  will  often  not  agree 
at  first. 

There  is  one  symptom  in  the  above-related  case 
which  deserves  a special  comment : the  cough  re- 
mained troublesome  while  the  pulmonary  signs  were 
greatly  improving  and  all  secretion  sounds  rapidly 
drying  up.  Dr.  Thorowgood“  has  drawn  attention 
to  the  irritable  dry  cough  which  is  so  frequently 
attendant  upon  the  subsidence  of  pulmonary  disease, 
and  truly  observes  that  the  patients  should  be  encou- 
raged to  check  the  cough  themselves  as  much  as 
possible.  This  they  can  do  to  a great  extent,  and 
may  be  assisted  by  some  sedative  cough  mixture,  if 
necessary,  to  secure  rest  at  night.  The  morning 
cough  in  these  cases — and,  indeed,  in  many  others — 
is  the  most  troublesome.  It  is,  however,  the  natural 

The  Climalic  Treatment  of  Consumption. 
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consequence  of  a good  night’s  rest,  and  should  never 
be  checked  by  a sedative,  since  the  retained  matters 
suitable  only  for  expectoration  considerably  impede 
respiration,  become  highly  irritating,  and  much 
increase  the  future  trouble  from  cough.  A cup  of 
warm  cocoa,  or  tea,  or  milk,  taken  before  rising,  will 
greatly  facilitate  expectoration.  If  this  does  not 
suITice,  a simple  steam  inhalation  is  useful. 


CHAPTER  IV. 


Case  of  Catarrhal  Pneumonia,  non-hereditary — Significance  of 
Fever  and  of  the  signs  of  softening ; their  relation  to  one 
another — Gradual  change  in  Physical  Signs  ; Supervention  of 
Pulmonary  Fibrosis — A second  case  briefly  referred  to — Fur- 
ther progress  of  such  cases ; a hint  as  to  their  management. 

It  will,  I think,  be  most  convenient  to  follow  up  the 
remarks  upon  the  case  described  in  the  last  chapter 
by  detailing'  one  or  two  other  cases  which  will  serve 
to  illustrate  the  transition,  which  not  very  unfrequently 
occurs,  of  pneumonic  into  fibroid  phthisis.  Bearing 
in  mind  the  relation  of  the  tissues  to  one  another, 
which  are  affected  in  these  two  forms  of  phthisical 
disease,  as  pointed  out  in  the  second  chapter,  we 
perceive  that  the  transition  of  the  one  form  into  the 
other  is  pathologically  very  easy ; it  is  also,  I am 
persuaded,  clinically  often  to  be  observed. 

I do  not  of  course  mean  to  contend  that  all 
cases  of  fibroid  phthisis  commence  as  catarrhal 
pneumonia;  the  question  as  to  the  etiology  of  fibroid 
phthisis  is  not  for  the  moment  before  us.  I only  wish 
to  refer  to  catarrhal  pneumonia  as  one  of  the  several 
processes  upon  which  fibrosis  of  the  lung  may  super- 
vene. 

John  B.,  aged  29,  a butcher’s  assistant,  came  under 
my  notice  in  March,  1871.  He  was  abroad-chested, 
powerfully-made  man,  of  medium  height  and  florid 
complexion.  He  had  led  a rough  but  sober  life; 
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having-  followed  his  present  business,  which  included 
the  slaughtering-  of  animals,  for  some  years  in  Aus- 
tralia, and  had  enjoyed  excellent  health  until  shortly 
before  Christmas,  when,  after  getting  wet,  he  caught 
a severe  cold,  which  was  followed  by  a cough,  which 
had  since  increased,  unaffected  by  treatment.  ^Up 
to  and  at  the  time  of  his  attendance,  however,  he 
was-still  following  his  employment,  but  he  now  did 
so  with  difficulty,  complaining  of  his  cough  and  of 
increasing  weakness  with  decided  emaciation.  His 
father  had  died  of  consumption,  brought  on,  the 
patient  stated,  by  intemperance  ; there  was  no  other 
hereditary  tendency  to  the  disease. 

The  chest,  as  before  said,  was  broad  and  well- 
formed,  without  flattening  or  obvious  impairment  of 
expansion.  The  heart’s  apex  beat  in  the  natural  situa- 
tion. At  the  left  clavicular  and  subclavicular  region 
the  percussion  note  was  dull,  the  dulness  extending 
to  the  fourth  rib ; posteriorly,  the  resonance  was 
defective  at  the  left  supra-spinous  fossa.  Scattered 
over  the  dull  regions  there  was  coarse  crepitation, 
mingled  with  a still  larger  humid  crepitus.  These 
moist  sounds  were  abundant,  and  masked  to  a great 
extent  the  respiratory  murmur,  which  was  decidedly 
harsh,  but  not  distinctly  bronchial.  Its  vesicular 
quality  became  gradually  restored  as  the  stethoscope 
was  passed  downwards.  At  the  posterior  base  there 
were  some  scattered  sibilant  rales.  On  the  right 
side  the  percussion  note  was  good,  and  the  breath 
sounds  were  natural. 

The  disease  in  this  case  began,  then  with  a cold 
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on  the  chest— a more  or  less  general  bronchial 
catarrh — which  became  localised'*  at  the  left  apex, 
and  extended  there  into  the  alveoli,  producing  ca- 
tarrhal pneumonia ; yet  he  continued  his  daily  work, 
though  constantly  losing  strength,  for  three  or  four 
months,  during  which  time  the  catarrhal  process  ran 
on  insidiously  to  a more  deeply  inflammatory  de- 
generation of  the  alveolar  walls.  The  disease  had 
been  acquired  by  exposure,  the  family  tendency 
being  very  slight. '3  The  whole  build  of  the  chest 
was  not  that  of  a man  who  inherited  any  tendency  to 
phthisis.  The  physical  signs  at  the  present  stage 
showed  consolidated  lobules  of  blocked  alveoli,  which 
were  softening  with  varying  degrees  of  rapidity ; the 
coarse  crepitation  answering  to  the  redux  crepitation 
of  pneumonia,  the  larger  click  being  due  to  more 
profound  destruction  of  tissue  (softening). 

There  were  two  data  defective  in  this  history  : — i. 
Fever.  2.  Rusty  sputa,  or  haemoptysis.  Although, 
however,  the  patient  could  give  no  deflnite  and  trust- 
worthy information  as  to  fever,  we  know  for  certain 
that  he  must  have  had  intermittent  attacks  of  fever ; 
for  it  is  a matter  of  clinical  experience  that  we  never 
get  the  signs  of  pulmonary  consolidation  and  resolu- 

12  This  bare  statement  is  a clinical  one  only.  We  find  in 
almost  all  cases  of  phthisis  one  apex  affected  first.  Why  cachec- 
tic bronchial  catarrh  should  so  strongly  differ  in  this  respect  from 
ordinary  bronchitis  remains  a mystery,  but  the  fact  is  not  the  less 
clinically  important. 

•3  The  father  of  this  patient  acquired  the  disease  from  his  in- 
temperate habits  since  the  patient’s  birth. 
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tion  or  softening,  dalness  and  crepitation,  without 
there  having  been  with  each  increment  of  pneumonia 
a period  of  elevation  of  temperature.  A remarkable 
case  well  illustrating  this  occurred  some  two  years 
ago  in  the  Brompton  Hospital  under  Dr.  Sanderson’s 
care,  in  which  a woman  had  for  weeks  together  daily 
attacks  of  fever  of  an  intermittent  character,  and 
post-mortem  one  of  the  lungs  was  completely,  and 
the  other  partially,  consolidated,  and  as  it  were 
mapped  out  on  section  by  lobular  pneumonia  of  dif- 
ferent dates.  The  patient  whose  case  we  are  now 
considering  had,  on  the  occasion  of  his  first  visit,  a 
quick  pulse  and  a somewhat  red  tongue,  and  though 
there  was  no  elevation  of  temperature  at  the  time,  it 
is  very  likely  that  at  night  it  was  a little  raised. 

It  is  here,  however,  perhaps,  well  to  remember 
that  we  may  have  dulness  and  large  or  small  liquid 
rhonchus  without  there  being  any  fever  present  a/  the 
time)  the  fever  may  have  passed  away,  but  the  con- 
solidation which  accompanied  the  fever  cannot  dis- 
appear so  rapidly,  but  must  run  through  a series  of 
pathological  and  chemical  changes  essential  for  its 
removal  by  absorption  or  elimination — changes  which 
are  not  accompanied  by  fever,  and  which  may 
proceed /an with  the  rebuilding  of  the  frame  ex- 
hausted by  the  previous  fever. 

This  reflection  is  of  very  great  importance  in  a 
therapeutic  point  of  view  ; for  if,  for  instance,  we 
were  to  treat  ordinary  basic  pneumonia  with  anti- 
pyretics so  long  as  the  stethoscope  revealed  tubular 
breathing  and  moist  sounds  to  be  presentj  we  should 
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get  results  deplorable  in  direct  proportion  to  our 
auscultatory  skill;  and  this  remark  applies  with 
equal  force  to  the  lobular  consolidations  and  soften- 
ings of  phthisis,  W^e  should  be  acting  as  foolishly,  if 
we  regarded  them  as  indications  for  treatment  of  an 
antiphlogistic  kind,  as  if  we  continued  to  wrap  up  our 
damaged  water-pipes  after  the  thaw  had  set  in  instead 
of  hastening  to  adopt  measures  to  repair  the  breach 
as  soon  as  the  frost  had  gone. 

Rusty  expectoration  is  by  no  means  a constant 
symptom  of  catarrhal  pneumonia — not  so  constant, 
indeed,  as  it  is  of  the  croupous  variety.  It  appears  to 
depend  partly  on  the  degree  of  intensity  of  the  pneu- 
monia and  the  congestion  with  which  it  is  attended, 
but  also  very  largely  upon  the  constitutional  peculiar- 
ities of  the  patient. 

To  pursue  the  case,  however,  one  step  further. 
The  patient  was  treated  with  an  alkaline  mixture 
containing  small  doses  of  iodide  of  potassium,  and 
with  cod-liver  oil.  The  next  note  of  importance  was 
taken  on  April  27,  when  the  expansion  of  the  left  side 
of  the  chest  was  noted  to  be  decidedly  impaired,  the 
dulness  had  increased  in  hardness  but  not  in  extent, 
and  was  very  marked,  especially  between  the  left 
margin  of  the  sternum  and  the  mid-clavicular  line. 

In  the  space  marked  out  by  these  two  vertical  lines, 
(left  sternal  and  mid-clavicular),  the  respiration  was 
extremely  feeble,  and  not  attended  with  any  rhonchus; 
the  heart’s  impulse  was  diffused  to  the  second  inter- 
space, though  the  apex  was  only  half  an  inch  higher 
than  natural.  To  the  left,  again,  of  the  mid-clavicular 
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line  the  respiration  was  still  feeble,  and  the  rhonchus 
much  diminished,  the  dulness  being  somewhat  in- 
creased. At  the  apex  posteriorly  there  was  bronchial 
respiration  and  imperfect  pectoriloquy ; the  bronchial 
rales  at  the  base  had  cleared  up.  The  resonance  of 
the  right  lung  extended  to  the  left  margin  of  the 
sternum. 

These  signs  showed — i.  That  the  disease  had  not 
extended;  on  the  contrary,  the  signs  of  bronchial 
irritation  at  the  base  had  cleared  up. 

2.  A wasting  of  the  parenchymatous  texture  of  the 
lung  had  taken  place ; degeneration,  absorption,  and 
expectoration  had  removed  the  morbid  contents  of  the 
alveoli,  and  some  of  the  lung  tissue  itself,  leaving, 
perhaps,  at  the  apex  a small  cavity ; the  general 
result  being  collapse  and  agglutination  of  air  cells. 
Hence  a considerable  reduction  in  the  bulk  of  the  lung 
and  the  retraction  of  its  anterior  margin  away  from  the 
median  line ; so  that  between  the  left  sternal  line  and  a 
line  drawn  from  the  point  of  junction  of  the  inner  and 
middle  third  of  the  clavicle  to  the  apex  of  the  heart 
there  was  probably  at  this  date  no  lung  at  all. 

3.  An  encroachment  of  the  enlarging  right  lung,  a 
slight  shifting  of  the  heart  to  the  left,  and  a flattening 
of  the  chest  wall  to  make  up  for  the  lost  space.  The 
chest  wall  flattening  was,  however,  very  slight,  and 
not  yet  noticeable  until  the  patient  drew  a breath. 
The  man  had  powerful  parietes,  and  in  such  cases  the 
displacement  of  heart  and  encroachment  of  the  op- 
posite lung  precede,  often  for  a long  time,  any  obvious 
flattening. 


CASE  OF  CATARRHAL  PNEUMONIA. 


41 


It  was  remarkable  with  what  rapidity  these  changes 
were  taking  place,  and  there  can  be  no  doubt  that  the 
connective  tissue  of  the  bronchial  and  perivascular 
and  pleural  sheaths  were  undergoing  rapid  de- 
velopment, and  that  the  case  was  at  this  date  not 
merely  one  of  catarrhal  pneumonia  which  had  sub- 
sided after  having  caused  a certain  loss  of  lung 
substance,  but  that  an  interstitial  pneumonia  was 
proceeding  ; the  case  had  changed  its  type  to  one  of 
peribronchial,  or  rather  pulmonary,  fibrosis  ; it  had 
lapsed  into  one  variety  of  fibroid  phthisis.  That 
the  disease  was  not  yet  arrested  seemed  probable 
from  the  patient  still  losing  slightly  in  weight  and 
becoming  more  anaemic ; but  it  had  clearly  become 
limited. 

During  the  next  month  he  lost  two  pounds.  He 
was  during  this  time  taking  an  acid  preparation  of 
iron,  with  a little  quinine  and  the  oil.  Notwithstand- 
ing this  slight  loss  of  weight,  he  had  improved 
generally ; cough  and  expectoration  had  diminished, 
and  he  felt  stronger.  On  June  8 he  was  still  better, 
and  had  gained  one  pound  since  last  report.  He  had 
very  little  cough ; all  moist  sounds  had  disappeared 
except  a slight  friction  (?)  on  cough  at  the  outer  side 
and  a little  above  the  left  nipple.  He  has  since 
steadily  improved.  (August  1871). 

Dr.  Andrew  Clark  related  at  the  Medical  Society  a 
few  months  ago  (vide  Lancet,  May  6,  1871)  a case  very 
similar  to  the  above.  The  subject  of  his  paper,  a boy 
of  14,  had  been  a patient  of  mine  at  Brompton  some 
five  or  six  months  before  he  came  under  the  notice  of 
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Dr.  Clark,  and  I took  the  same  view  as  to  the  con- 
dition present,  which  Dr.  Clark  described  by  the  name 
“peribronchial  fibrosis.”  The  case  appeared  to  me, 
however,  in  its  earlier  stag-es,  to  be  one  of  catarrhal 
pneumonia,  undergoing  the  process  of  softening, 
upon  which  pulmonary  induration  supervened,  in 
consequence  partly  of  ordinary  cicatricial  collapse, 
partly  from  the  vascular  bronchial  and  pleural  sheaths 
taking  on  an  active  growth.  I should  prefer  to  re- 
gard it  therefore  with  that  above  described,  as  be- 
longing to  a section  of  the  large  class  of  pulmonary 
fibrosis,  or  fibroid  phthisis,  since,  though  in  both  cases 
there  was  undoubtedly  at  first  more  or  less  general 
bronchial  catarrh,  still  it  was  the  apex  pneumonia,  of 
an  intensity  sufficient  to  deeply  affect  the  fibrous 
framework  of  the  lung  at  that  part,  but  not  sufficient 
to  lead  to  its  destruction,  which  set  going,  as  a sub- 
sequent result,  that  active  hyper-growth  which  pro- 
duced such  important  modifications  in  the  morbid 
structure  and  physical  signs.  As  I look  upon  this  new 
disease,  or  phase  of  the  disease,  as  affecting  the  whole 
framework  of  the  portion  of  lung  involved,  I think  the 
more  general  term  pulmonary  fibrosis  a better  one 
under  which  to  include  it. 

This  disease — fibrosis — has,  I think,  little  or  no 
tendency  to  spread  beyond  the  limits  of  the  original 
disease  which  gave  rise  to  it,  and,  provided  the  patients 
are  careful  to  keep  up  their  general  health,  and  to 
. avoid  fresh  catarrhs,  they  do  well.  The  indurated 
portions  of  lung  usually  enclose  some  nodules  of  dry 
cheesy  matter,  and  one  or  two  small  excavations. 
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which  are  often  the  seat  of  a necrotic  crumbling’  pro 
cess,  which  continues  for  a long  time  without  affecting 
the  general  health,  merely  causing  a slight  irritative 
morning  cough. 

This  crumbling  process  is,  however,  very  favourable 
to  the  uncovering  of  vessels  of  considerable  size, 
without  their  becoming  obliterated  by  the  coagulation 
of  their  contents.  Small  ectasias  of  these  pulmonary 
branches,  or  even  considerable  aneurisms,  are  thus 
more  apt  to  arise  in  these  indurated  lungs  than  in 
others,  and  the  possibility  of  severe  or  fatal  haemoptysis 
must  not  be  absent  from  our  minds  in  framing  a 
prognosis. Also,  hasmoptysis  occurring  in  cases  of 
this  kind  must  for  the  same  reason  be  regarded  with 
greater  anxiety  than  in  ordinary  cases  of  phthisis. 

There  is  only  one  special  remark  concerning  the 
treatment  of  these  chronic  indurative  cases  of  phthisis 
during  the  often  extended  period  of  quiescence, 
which  seems  called  for,  and  it  is  this  that  though 
such  cases  require  careful  surveillance,  and  for  several 
years,  where  practicable,  carefully  selected  climates 
to  suit  the  different  seasons  of  the  year,  they  do  not 
require  the  persistent  administration  of  tonic  medicines 
and  cod-liver  oil.  They  improve  immensely  under 
such  remedies  up  to  a certain  point,  which  may  be 
readily  recognised  by  the  medical  attendant,  and 
cannot  be  better  described  than  by  saying  that  it 
amounts  to  the  most  perfect  health  attainable  by  a 

^4  I have  treated  this  subject  somewhat  fully  in  the  last  volume 
of  the  Pathological  Transactionstpp.  41-65. 
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patient  who  has  had  • a certain  area  of  respiratory 
surface  cut  off.  If  beyond  this  point  we  persevere  with 
iron  and  oil  and  too  nourishing  or  stimulating  a diet, 
we  may  still  further  increase  weight  and  heighten 
colour,  but  the  pulse  quickens,  the  patient  gets  more 
short  of  breath ; he  becomes,  in  a word,  plethoric,  and 
liable  to  pulmonary  congestion  and  haemoptysis,  or  to 
dyspepsia  and  diarrhoea ; and  a rapid  neutralisation  of 
all  the  good  results  obtained,  with  great  danger  of  fresh 
and  perhaps  fatal  renewal  of  the  old  disease,  is  the  con- 
sequence of  too  great  anxiety,  both  on  the  part  of  the 
patient  and  the  doctor,  to  again  arrive  at  a degree  of 
health  and  bodily  vigour  which  is  impossible  with 
a permanently  damaged  lung.  I have  repeatedly 
noticed  the  arrival  of  patients  at  this  stage  of  consti- 
tutional balance,  and  have  witnessed  the  quickened 
pulse  and  returning  fever  consequent  upon  the  indis- 
creet endeavour  yet  further  to  urge  on  the  health  with 
tonics. 

Having  thus  touched  upon  the  subject  of  Fibroid 
Phthisis  and  shown  how  that  contractile  variet}'  of 
the  disease  may  arise  secondarily  by  gradual  transition 
from  the  ordinary  catarrhal  pneumonic  variety,  I 
will  complete  what  I have  to  say  about  this  form  of 
phthisis  in  the  next  chapter,  in  the  course  of  some 
comments  upon  a typical  example  illustrating  its  main 
features. 


CHAPTER  V. 


Fibroid  Phthisis,  its  characteristic  signs  and  pathology  sum- 
marised  ; reasons  for  selection  of  term  as  most  applicable  A 
disease  secondary  to  some  perenchymatous  affection  of  the 
lung,  doubtful  if  pleurisy  or  bronchitis  alone  will  give  rise  to  it 
— Relations  to  other  forms  of  phthisis — Example  related  ■ 
Summary — Remarks  on  diagnosis,  prognosis,  and  treatment. 

Certain  forms  of  pulmonary  phthisis  of  various  origins 
are  attended  by  such  an  amount  of  interstitial  fibrous 
growth  as  to  give  them  clinical  features  of  a very 
peculiar  type. 

The  prominent  symptoms  and  signs  by  which  such 
cases  are  distinguished, — increasing  contraction  and 
immobility  of  the  side,  dragging  pains,  traction  of 
organs  to  that  side,  deadened  percussion-note,  and 
weakened  respiration  of  more  or  less  bronchial 
quality,  intensely  so,  or  cavernous,  at  parts ; breath- 
lessness, paroxysmal  cough,  occasional  hectic,  but 
general  absence  of  fever,  very  chronic  progress,  long- 
continued  one-sidedness  of  the  disease,  and  corres- 
pondingly slow  failure  of  nutrition — show  them  to 
come  within  the  definition  of  phthisis,  but  phthisis  of 
a special  kind. 

The  conditions  presented  to  us,  post-mortem,  of  a 
contracted,  toughened,  indurated,  and  usually  pig’- 
mented  lung,  surrounded  by  a greatly  thickened 
adherent  pleura,  containing  one  or  more  rigid,  dense- 
walled  cavities,  dilated  bronchi,  and  cheesy  encapsuled 
nodules,  are  confirmatory  of  this  view. 
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On  minute  examination,  we  further  discover  this 
condition  of  lung  to  have  been  produced  by  a growth 
of  two  kinds  pervading  it.  i.  Connective  tissue 
proliferation,  resulting  in  the  formation  of  bands  and 
processes  of  -fibrous  tissue,  derived  from  the  sheaths 
of  vessels  and  bronchi,  and  the  sub-pleural  and  inter- 
lobular tissue  of  the  lung.  2.  A more  important 
nuclear  growth  leading  to  the  formation  of  broad 
tracts  of  fibroid  tissue,  thickening  the  walls  of  the  alveoli, 
compressing,  and  finally  effacing  them,  unless  they 
shall  have  been  previously . stuffed  with  their  own 
catarrhal  products ; this  fibroid  structure  being  very 
possibly  derived  from  the  lymphatic  elements  normally 
pervading  the  lung. 

The  products  of  these  two  processes  become  inti- 
mately mingled,  but  it  is  the  latter  which  is  the 
phthisical  element  in  the  disease,  for  mere  connective 
tissue  growth  does  not  lead  to  organic  destruction  of 
the  lung.  This  is  also  the  element  which  specially 
gives  to  the  disease  its  peculiar  clinical  features,  and 
renders  the  name  “fibroid  phthisis”  applicable  to  it. 

The  term  “fibroid  phthisis”  has  been  productive 
of  much  discussion.  Originally  introduced  by  Dr. 
Andrew  Clark  as  “ embracing  all  those  cases,  whether 
local  or  constitutional,  which  are  anatomically  charac- 
terised by  the  presence,  in  a contracted  and  indurated 
lung  traversed  by  more  or  less  dilated  bronchi,  of 
fibroid  tissue,  and  of  tough  fibrogenous  substance, 
together  with  cheesy  deposits  or  consolidations,  and 
usually  small  cavities,  commonly  found  about  the 
middle  and  lower  parts  of  the  affected  organ”'5— it 
13  Clinical  Transactions,  vol.  i.  p.  188. 
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has  been  objected  to  as  signifying-  too  definitely  the 
existence  of  the  disease  as  a substantive  or  idiopathic 
one.  Dr.  Clark  is,  however,  convinced  that  it  may, 
and  often  does,  appear  as  a primary  affection,  in 
which  view  he  differs  from  most  contemporary  au- 
thorities. Still,  the  term  is  such  a neat,  concise,  and 
clinically  useful  one,  that  it  has  been  very  generally 
accepted  with  the  above  reservation. 

Dr.  Clark  argues,  with  much  force,  that  these  cases, 
are  indisputably  cases  of  phthisis,  while  all  their 
special  characters  are  due  to  the  pervasion  of  the 
affected  lung  by  a contractile  fibroid  and  fibrogenous 
tissue.  These  two  facts  cannot,  I think,  be  contro- 
verted ; and  when  it  is  further  urged,  as  I think  it 
may  truthfully  be,  that  this  fibroid  tissue  is  indistin- 
guishable in  situation  and  development  from  chronic 
tubercle,  a very  fair  case  may  be  made  out  for  the 
preservation  of  the  term  “ fibroid  phthisis,”  though  its 
distingpiished  author  would,  I fear,  not  admit  this 
latter  argument. 

I ventured,  in  a paper  read  before  the  Clinical 
Society  in  October,  1868  {vide  Clinical  Transactions, 
vol.  ii.,  p.  193),  to  question  whether  this  term  was 
advisable,  since  the  pure  constitutional  disease  was  of 
such  rare  and  doubtful  occurrence.  Later  reflection 
and  the  observation  of  a good  many  cases  have, 
however,  led  me  to  think  that  this  objection,  though 
by  no  means  weakened,^®  is  not  sufficient  to  render 

16  See  article  by  Dr.  -Wilson  Fox  on  Chronic  Pneumonia  ia 
Reynolds’  System  of  Medicine,  vol.  iii.  p.  772. 
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the  term  clinically  inapplicable,  since  “fibroid”  only 
corresponds  with  other  adjective  terms — “catarrhal,” 
“tubercular,”  etc. — in  describing"  the  predominant 
character  of  the  variety  of  phthisis  thus  distingfuished ; 
for  in  all  cases  of  chronic  phthisis  the  morbid  pro- 
cesses are  of  more  or  less  mixed  character. 

Dr.  Wilson  Fox  in  the  exhaustive  article  above 
referred  to,  includes  under  the  term  “ chronic  pneu- 
monia” all  cases  of  pulmonary  fibrosis  uncomplicated 
by  tubercle  : his  chronic  pneumonia  would  therefore 
agree  with  Dr.  Clark’s  fibroid  phthisis,  except  that 
he  does  not  admit  the  disease  as  a primary  or  consti- 
tutional one.  On  the  contrary,  he  contends  that  it 
is  always  associated  with,  and  dependent  upon, 
catarrhal  pneumonia ; hence  his  employment  of  the 
term  “chronic  pneumonia.”  Dr.  Fox,  though  thus 
characterising  the  typical  disease  as  essentially  one 
of  pneumonia  affecting  the  lobules  of  the  lung,  not 
the  connective-tissue  which  binds  them  together, 
acknowledges  that  freedom  from  tubercle  is  very 
exceptional. 

Dr.  Bastian,  on  the  other  hand,  would  include  all 
these  diseases  under  the  old  term  “ cirrhosis  of  the 
lung.”  Cases  to  which  the  term  “cirrhosis”  is 
strictly  applicable,  in  which  there  is  no  catarrhal 
pneumonia  or  tubercle,  nor  any  true  organic  destruc- 
tion of  the  lung  are,  however,  so  rare  as  to  render 
this  latter  name  a misleading  one. 

This  disease,  then — fibroid  phthisis — is  in  the  great 
majority  of  instances,  so  far  as  my  own  experience  in- 
forms me,  of  a truly  secondary  natui'e,  sujiervening 
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upon  some  more  or  less  acute  inflammatory  affection 
of  the  lung,  whether  simple  basic-,  or  broncho-,  or 
catarrhal,  or  tubercular  pneumonia.  It  is  very  doubt- 
ful whether  pleurisy  or  bronchitis  alone  can  give  rise 
to  it  without  the  intervention  of  lobylar  pneumonia  or 
tubercle.  Local  injury  or  pulmonary  abscess  may 
form  the  starting-point  of  the  disease,  but  as  before 
observed  are  not  alone  sufficient  to  cause  any  ex- 
tensive flbroid  invasion  of  the  lung  beyond  their  own 
immediate  limits. 

Numerous  examples  may  be  found  of  this  somewhat 
inclusive  disease,  ranging  from  the  most  typical  cases 
to  those  which  are  indistinguishable  from  ordinary 
chronic  phthisis.  In  the  last  chapter  I describe  a 
case  of  catarrhal-pneumonic  phthisis,  in  which  the 
transition  into  one  of  fibroid  phthisis  or  pulmonary 
fibrosis  was  traced.  It  would  not  be  difficult  to  find 
examples  in  which  the  reverse  takes  place,  the  clinical 
characters  of  fibroid  phthisis  being  gradually  changed 
by  subsequent  pneumonic  processes,  and  all  the  fea- 
tures of  the  special  variety  becoming  merged  in  the 
diffuse  pulmonary  destruction. 

Cases  of  fibroid  phthisis  may  be  roughly  divided 
for  convenience  of  clinical  exposition  into  three  varie- 
ties : — I . Those  in  which  the  disease  has  its  starting- 
point,  at  the  apex  of  the  lung,  and  is  proceeding 
downwards.  2.  Those  in  which  it  commences  at  the 
base,  and  advances  upwards.  3.  Those  in  which  the 
most  marked  signs  are  discoverable  about  the  middle 
of  the  lung.  Of  the  first  variety  the  following  case  is 
a fair  example : — 
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Georg-e  P.,  a sawyer,  aged  43,  came  first  under  my 
notice  as  an  out-patient  at  the  Brompton  Hospital  in 
August,  1868.  He  was  a thin  man,  with  dark  hair, 
having  no  hereditary  predisposition  to  lung  disease, 
except  that  his  father  had  suffered  from  “ asthma.” 
In  the  preceding  January,  having  suffered  from  slight 
cough  for  years,  he  was  laid  up  for  six  weeks  with 
“ inflammation  of  the  right  lung.”  Since  that  time 
the  cough  had  been  continuous,  and  three  months 
ago  had  been  attended  with  slight  haemoptysis.  The 
cough  was  now  paroxysmal,  causing  retching  and 
often  rejection  of  food ; expectoration  difficult,  abun- 
dant, and  of  a pink  tinge.  He  had  got  thinner 
lately.  The  digestive  functions  were  fairly  good ; 
the  pulse  a little  hurried ; there  was  no  fever  pre- 
sent. 

On  inspecting  the  chest,  cardiac  pulsation  was  visi- 
ble at  the  fourth  right  interspace,  c,  to  left  of  right 
nipple.  This  side  was  diminished  in  size  and  much 
restricted  in  movement,  the  intercostal  spaces  deep- 
ening with  inspiration  ; while  the  left  side  expanded 
freely,  with  an  uplifting  movement  of  the  shoulder. 
On  careful  examination,  the  apex  of  the  heart  was 
found  a little  to  the  left  of  the  ensiform  cartilage. 

On  percussion,  the  left  side  in  nipple-line  ante- 
riorly was  dull  to  the  second  rib,  comparatively  re- 
sonant to  the  fourth,  and  below  this  point  it  was 
again  toneless.  To  the  left  of  the  line  of  sterno- 
clavicular articulation,  at  the  level  of  the  second  and 
third  cartilages,  there  was  good  resonance  continu- 
ous across  median  line  with  that  of  the  opposite  side. 
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The  line  of  this  resonance,  d,  sloped  upwards  to  the 
episternal  notch,  in  a downward  direction  being"  dis- 
placed  by  cardiac  dulness  at  the  fourth  cartilage. 
Hepatic  dulness  barely  reached  the  costal  margin. 
1 here  was  dulness  throughout  the  axillary  region 
and  posteriorly  from  apex  to  mid-scapula,  the  note 
having  a tubular  quality  in  this  latter  region.  Below 
mid-scapula  there  was  fair  resonance  to  the  ninth  rib, 
though  less  and  harder  than  on  opposite  side ; the 
lower  two  or  three  inches  on  the  right  side  gave  a 
flat  note  on  percussion. 

The  percussion-note  over  the  whole  left  side,  in- 
cluding the  region  of  normal  cardiac  dulness  and 
extending  across  the  median  line,  as  above  indicated, 
was  full  and  good  in  front  and  behind. 
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The  auscultatory  signs  were  in  agreement  with 
those  of  percussion.  Above  the  clavicle  the  respira-  ^ 
tion  was  amphoric  and  dry ; below  the  clavicle  weak 
and  bronchial  to  the  base,  with  some  rather  large, 
moist  rhonchus,  friction,  and  bronchophony.  At  one 
spot  corresponding  with  the  second  and  third  ribs 
nipple-line,  b,  the  breath-sound  was  of  tracheal  qual- 
ity, with  scanty  cavernous  clicks  and  pectoriloquy. 
In  the  upper  axillary  region  the  respiration  was 
amphoric,  and  the  voice-sound  pectoriloquous ; in  the 
supra-spinous  fossa  and  interscapular  regions,  caver- 
nous blowing,  with  pectoriloquy.  Blowing  respira- 
tion extended  to  the  angle  of  the  scapula,  where  it 
became  weaker  and  gradually  annulled  at  the  base. 
The  vocal  fremitus  was  generally  increased  on  the 
right  side.  Respiration  throughout  left  lung  exag- 
gerated vesicular. 

February  27th,  1869. — Patient  improved  in  flesh 
and  appearance ; stronger  than  before,  but  com- 
plains much  of  cough,  and  expectorates  much  pink 
phlegm.  Breath  short  on  exertion;  cough  causes 
retching,  but  does  not  bring  up  food  now  ; appetite 
fair;  digestion  not  very  strong;  bowels  regular. 
Continues  medicine  (oil  with  nitro-muriatic  acid  and 
cinchona).  Fingers  noted  (February  13th)  to  be 
clubbed. 

The  additional  physical  signs  noted  at  this  date 
were,  a distinct  short  systolic  bruit  at  the  point  of 
maximum  cardiac  impulse,  not  appreciably  increased 
by  pressure  nor  confined  to  that  spot,  being  also 
audible  at  the  apex.  Measurements  of  chest : — 
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From  mid-sternum  to  nipple,  right  side,  4 inches  ; 
semi-circumference,  15^^  inches;  expansion,  J inch. 

Left  sterno-nipple  measurement,  4J  inches ; semi- 
circumference, 16  inches;  expansion, inch. 

We  may,  by  way  of  summary,  aided  by  a glance 
at  the  figure  (reduced  as  accurately  as  possible  from 
a sketch  taken  at  the  time  upon  an  outline  diagram), 
interpret  the  above  detailed  physical  signs  as  indicat- 
ing at  this  period  a general  induration  of  the  right 
lung,  with  much  contraction,  its  anterior  margin  hav- 
ing receded  considerably  from  the  median  line,  ex- 
posing the  pericardium,  and  having  also  shrunk  away 
from  the  upper  surface  of  the  liver.  Its  upper  and 
a portion  of  its  lower  lobes  were  extensively  ex- 
cavated, the  cavities  being  old,  tolerably  dry,  and 
shrunken  with  the  general  contraction  of  the  lung. 
The  pleura  (from  the  hardness  of  percussion,  feeble- 
ness of  breath-sound,  and  great  fixity  of  walls)  was 
probably  greatly  thickened.  The  liver  was  drawn  up 
within  the  costal  margin,  and  the  heart  considerably 
displaced  to  the  right,  its  axis  being,  however,  but 
little  altered.  A short  systolic  murmur  is  heard  over 
the  heart. 

Subsequently  to  the  last  note  I repeatedly  exam- 
ined his  chest  during  the  many  months  of  his  attend- 
ance at  the  Hospital,  but  beyond  some  variation  in 
the  dryness  of  the  sounds  there  was  no  important 
change  in  the  physical  signs.  1 fancy  I examined 
the  urine  more  than  once,  but  the  only  note  I have 
of  it  was  taken  in  April,  1869,  when  it  was  acid,  be- 
came slightly  turbid  on  boiling,  but  cleared  on  add- 
ing a drop  of  nitric  acid. 
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The  left  lung  remained  healthy,  and,  though  the 
patient  continued  thin  and  cachectic-looking,  with  a 
troublesome  cough,  he  held  his  ground  fairly  well, 
and  rather  improved  in  general  health.  At  times 
the  expectoration  would  become  very  abundant,  and 
occasionally  of  a pink  colour,  (I  thought  due  to  fresh 
irritation  and  slight  sanguineous  discharge  from  the 
walls  of  the  old  cavity).  The  most  troublesome 
symptom  throughout  the  case — and  one  which  is 
common  in  greater  or  less  degree  to  all  those  cases 
of  phthisis  in  which  indurated  thick-walled  cavities 
are  present — was  the  paroxysmal  cough  terminating 
in  vomiting,  occurring  especially  after  meals. 

No  doubt  the  mechanical  conditions  of  such  a 
cavity,  rendering  the  removal  of  expectoration  very 
difficult,  have  much  to  do  with  the  production  of 
vomiting,  and  render  it  a particularly  common 
symptom  in  these  cases : but  the  reception  of  food 
into  the  stomach  has  seemed  to  me  to  be  in  many 
cases  so  constantly  followed  by  cough  ending  in 
vomiting,  as  to  render  this  mechanical  explanation 
insufficient,  and,  in  1869,  I was  led  to  attribute  it 
to  an  undue  reflex  irritability  of  the  pneumogastric 
nerve  and  proposed  strichnia  as  the  best  remedy. 

I have  since,  in  many  cases,  found  this  remedy 
valuable,  but  by  no  means  invariably  so. 

On  leaving  off  attendance  at  the  Hospital  in  May, 
1869,  the  patient,  though  not  free  from  cough,  con- 

17  Practitioner,  vol.  i.,  p.  312  Dr.  Hughes  Bennett  (Reynold’s 
“ System,”  vol.  iii.,  “Phthisis,”  1871)  regards  this  as  a cause  of 
vomiting  in  the  later  stages  of  phthisis. 
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tinued  for  a time  to  improve,  but  he  soon  afterwards 
began  again  to  emaciate,  and  the  vomiting  with 
cough  returned.  He  again  attended  in  January, 
1870,  resumed  the  oil  and  used  carbolic  acid  inhala- 
tions, and  left  March  30th,  improved.  Since  this 
time  I have  heard  nothing  of  him. 

The  above-related  case  represents  very  well  the 
main  features  of  fibroid  disease  of  the  lung.  The 
indurative  disease  supervened  presumably  upon  an 
acute  apex  (tubercular  or  catarrhal)  pneumonia,  and 
did  so  with  tolerable  rapidity,  the  characteristic 
symptoms  and  signs  being  fully  developed  within 
six  months  of  the  termination  of  the  acute  disease. 

The  question  as  to  the  rapidity  with  which  this 
disease  may  advance  is  one  of  great  interest,  and 
requiring  further  observation.  I cannot  but  think 
that,  reasoning  from  the  morbid  appearances  found 
post-mortem,  we  are  apt  to  regard  such  diseases  as 
older  than  the  clinical  history  will  warrant  us  in  be- 
lieving ; on  the  other  hand,  though  if  is  very  proba- 
ble that  the  fibroid  induration  of  the  lung  may  pro- 
ceed with  great  rapidity  to  such  a stage  of  shrinking 
as  to  produce  very  marked  clinical  signs,  its  subse- 
quent progress  is  very  slow  and  difficult  to  measure, 
consisting  mainly  in  the  further  hardening  of  an 
already  indurated  lung,  the  gradual  widening  of  the 
bronchial  tubes,  and  filling  up  of  the  loose  oedema- 
tous  areolar  tissue  between  the  separated  pleural 
layers  by  dense  fibrous  growth.  We  can  readily 
perceive  therefore  how  the  earlier  stages  of  the  dis- 
ease which  are  attended  with  striking  alterations  in 
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physical  sig;ns  may,  if  the  orig-inal  disease  is  of  con- 
siderable extent,  be  passed  throug’h  with  comparative 
rapidity,  while  the  later  progress  is  necessarily  slow 
and  difficult  to  estimate. 

The  resonance  of  the  opposite  lung  extending 
across  the  median  line  would  emphatically  exclude 
cancer,  which  the  history  of  the  case,  and  many 
other  signs,  particularly  the  kind  of  cardiac  displace- 
ment, would  also  negative.  While  in  certain  cases 
of  mediastinal  cancer  the  heart  is  fixed  in  about  its 
normal  position,  it  is,  I believe,  never  displaced  to- 
wards the  side  most  affected.  In  regarding  the  signs 
of  cardiac  displacement,  however,  it  is  important  to 
avoid  taking  the  point  of  maximum  impulse  as  neces- 
sarily the  apex  beat.  In  this  case  the  real  displace- 
ment of  the  heart  is  much  less  than  a first  glance 
would  lead  us  to  believe.  The  absence,  while  the 
patient  was  under  observation,  of  any  evidence  of 
complication  0/  other  organs  would  be  in  favour 
of  the  disease  being  of  local  origin. 

In  calculating  the  prognosis  in  these  cases,  we  have 
to  bear  several  things  in  mind — the  [cachexia  of  the 
patient,  the  size  and  freedom  of  communication  with 
external  air  of  any  cavities  present,  and  the  evidence 
of  disease  of  other  organs  especially  of  the  opposite 
lung. 

The  cachexia  is  occasionally  very  manifest;  without 
very  marked  emaciation  the  anajmia  is  apt  to  become 
great,  and  the  complexion  of  a straw-tint,  reminding 
one  of  that  seen  in  the  later  stages  of  certain  cases 
of  cancer  or  in  women  suffering  from  uterine  disease. 
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None  of  these  peculiarities  were  in  the  present  case 
noticeable  in  any  marked  deg'ree. 

A cavity  of  considerable  size,  and  freely  communi- 
cating with  the  outer  air,  is  a more  hazardous  condition 
for  the  patient  than  one  which  is  small,  or  which  we 
may  presume  to  have  become  flattened  and  partially 
or  completely  closed.  In  the  former  condition  the  pa- 
tient is  constantly  liable,  on  exposure  to  cold  etc.,  to 
recurrence  of  irritation  and  fresh  ulceration  of  the 
cavity-wmll  causing  profuse  secretion  and  hectic,  as 
in  the  present  case,  or  laying  bare  vessels  which  may 
at  any  time  rupture  and  cause  death  from  hcemop- 
tysis.  Out  of  eight  well-marked  cases  of  which  I 
have  made  post-mortem  examinations,  this  has  been 
the  cause  of  death  in  two.'® 

When  the  opposite  lung  is  affected,  it  is  most  gen- 
erally by  g'rey  tubercle,  and  it  in  most  cases  becornes 
so  sooner  or  later,  unless  the  patient  be  cut  off  too 
soon  by  some  intercurrent  affection.  We  must,  how- 
ever, not  give  a too  hastily  fatal  prognosis  from 
mere  physical  signs  in  such  cases,  for  the  course  of 
the  tubercle  is  disposed  to  be  very  chronic  and  in- 
durative, and  the  signs  may  again  subside  and  long 
remain  in  abeyance.  But  when  attended  with  de- 
cided elevation  of  temperature,  the  prognosis  is  most 
grave,  for  pulmonary  tuberculosis  is  perhaps  the 
most  common  cause  of  death  in  these  cases. 

i8  For  an  account  of  one  of  these,  Downer,  vide  Clinical  Trans- 
actions, vol.  ii.,  p.  i8i  ; the  other  is  referred  to  in  a Table  on 
Haemoptysis,  Pathological  Transactions,  vol.  xxii.,  p.  5^>  Case  i, 
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Dr.  Clark  regards  albuminoid  degeneration  of 
other  organs — the  liver  and  kidneys — as  commonly 
supervening  in  the  later  stages  of  this  disease.  Of 
the  three  purest  cases  of  which  I have  made  posl- 
mortem  examinations,  in  which  there  was  no  obvious 
grey  tubercle  in  the  other  lung  (though  islets  of 
peribronchial  induration  were  present  in  all),  in  one 
there  was  extensive  albuminoid  degeneration  of  liver 
and  spleen  with  granular  kidneys ; in  another  of 
the  spleen  only,  with  ulcerated  intestines.  Albumen 
in  the  urine,  absent  in  the  present  case,  affords  us  the 
earliest  clinical  evidence  of  this  degeneration. 

Although  the  prognosis  is  always,  in  cases  of  fi- 
broid phthisis,  a precarious  one,  from  the  circum- 
stances above  mentioned,  yet  the  course  of  the 
disease  may  be  very  long,  and  may  with  due  pre- 
cautions in  some  instances  be  almost  indefinitely 
extended.  The  condition  of  health  and  physique 
maintained  by  some  patients  is  remarkably  good. 
In  this  respect  the  example  above  related  is  an 
unfortunate  one ; I have  notes,  however,  of  a post- 
man presenting  exceedingly  well-marked  signs  of 
this  form  of  phthisis,  who  almost  entirely  lost  his 
cough  while  attending  the  Hospital,  and  was  able  to 
resume  his  duties,  walking  fourteen  or  fifteen  miles 
a day ; and  I might  mention  two  or  three  other  pa- 
tients capable  of  considerable  physical  exertion  on 
level  ground. 

The  management  of  this  variety  of  phthisis  calls  for 
no  special  remark;  the  prevention  of  fresh  catarrhs 
by  judicious  clothing,  the  selection  of  climate  when 
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practicable,  the  avoidance  of  night-air,  and  protection 
from  irritating  fogs  or  cold  or  damp  winds  by  respira- 
tors, are,  with  a nutritious  but  not  stimulating  diet,  the 
hygienic  measures  to  be  adopted.  Iodine  frictions, 
soothing  or  antiseptic  inhalations  (carbolic  acid  be- 
ing particularly  useful  when  there  is  any  foetor  of  ex- 
pectoration), seem  the  best  local  remedies  ; while  the 
general  condition,  including  that  of  digestion,  the 
nature  of  the  cough,  and  profuseness  of  expectoration, 
supplies- us  with  indications  for  the  administration  of 
appropriate  drugs — iron,  cod-oil,  strychnia,  alkalies, 
tonics,  etc, — or  the  abstention  from  all  medicines. 

The  very  full  consideration  of  the  above  example 
of  fibroid  phthisis,  and  of  the  general  bearings  of  the 
disease,  renders  it  perhaps  unnecessary  for  me,  to 
extend  this  already  very  long  chapter  by  entering  into 
those  variations  in  the  signs  of  this  form  of  phthisis 
which  depend  upon  its  seat  of  origin. 

There  are  a few  points  for  consideration  in  the 
diagnosis  of  the  above  case. 

That  it  is  not  simply  a case  of  contracted  cavity  is 
evident  from  the  contraction  of  the  side  being  gen- 
eral, from  the  heart  being  displaced  laterally,  not 
specially  drawn  up  towards  the  right  apex,  and  from 
the  weakness  of  breath-sound,  with  dulness  at  the 
base,  and  raising  of  the  liver.  The  presence  of  con- 
siderable excavation  at  the  apex  would  be  in  favour 
of  the  disease  having  commenced  there  as  an  apex 
(phthisical)  pneumonia,  and  not  being  secondary  to 
basic  pleuro-pneumonia  or  empyema.  It  would  also 
negative  its  being  a case  of  simple  cirrhosis  of  the 
lung. 


CHAPTER  VI. 

On  Hasmorrhagic  Phthisis — Subject  divided  into  Haemorrhagic 
Phthisis  proper  and  Recurrent  Haemoptysis : distinction  be- 
tween the  two  True  haemorrhagic  phthisis  very  rare ; difficult 
to  ascertain  the  true  relation  of  the  haemoptysis  to  the  primary 
disease : views  of  Niemeyer — Illustrative  case  of  haemorrhagic 
phthisis  Remarks : (i)  Why  considered  a case  of  phthisis ; 
(2)  Why  haemorrhage  not  bronchial,  and  affecting  lung  secon- 
darily ; (3)  Why  probably  coincident  with  and  caused  by  active 
pulmonary  congestion  ; general  conclusion,  with  definition  of 
Haemorrhagic  Phthisis ; further  points  for  and  against  haemor- 
rhage in  such  cases  being  bronchial — Disease  has  no  relation 
to  Hemorrhagic  Diathesis — Remarks  on  Treatment ; value  of 
thermometer  as  a guide. 

The  term  “ hsemorrhagfic  phthisis’’ w has  crept  into 
use  to  distinguish  those  cases  of  phthisis  which  have  a 
distinctly  haemorrhagic  origin,  and  also  those  in  which, 
however  they  may  have  arisen,  haemoptysis  is  a 

19  “ Phthisis  after  Bronchial  Hemorrhage”  (Niemeyer,  Burger, 
1864),  “Phthisis  Hemoptoique”  (Herard  and  Cornil,  1867),  “He- 
morrhagic Phthisis”  (Dr.  Williams,  1868).  “ Tuberculose  nach 

Hemoptoe”  (Waldenburg,  1869),  “ Hemoptysical  Variety”  (Dr. 
Peacock,  1870).  These  several  authors,  though  doubtless  they 
would  agree  in  acknowledging  certain  typical  cases  as  represen- 
tative of  this  hemorrhagic  form  of  consumption,  would  differ 
widely  in  the  liberality  with  which  they  would  group  more 
doubtful  cases  among  such  representative  ones,  nor  would  they 
more  closely  agree  as  to  the  pathology  of  the  affection.  The 
observation  of  this  difference  of  opinion  among  enquirers  so  emi- 
nent, is  alone,  I hope,  sufficient  to  make  me  fully  aware  of  the 
difficulties  of  the  subject. 
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marked  and  oft-recurring’  symptom.  For  clearness 
sake  it  will,  I think,  be  better  to  restrict  the  term  to  the 
first  set  of  cases  to  which  it  was  originally  applied — 
those  of  haemorrhagic  origin ; and  to  refer  to  the 
second  class  later  as  cases  of  phthisis  with  recurrent 
haemoptysis. 

The  question  as  to  the  frequency  with  which  phthisis 
arises  as  the  direct  result  of  haemoptysis  is  one  of 
great  difficulty  to  determine,  and  must  indeed,  I think, 
ever  remain  one  of  opinion.  Of  the  possibility  of 
blood  having  obtained  entry  to  the  air-cells  and  coag- 
ulating there  giving  rise  to  broncho-pneumonia,  and 
subsequently  to  phthisis,  the  observations  of  Professor 
Niemeyer,  and  Drs.  Hermann  Weber,  Baiimler,  and 
others  have  furnished  us  with  clear  evidence.  I have 
myself  seen  on  several  occasions  post-mortem  ex- 
amples of  inhaled  blood  forming  the  nucleus  of  fresh 
lobular  pneumonia  in  the  grey  stage  in  cases — it  is 
true,  of  tolerably  advanced  phthisis — in  which  death 
ensued  after  recent  haemoptysis. 

The  difficulty,  of  course,  lies  in  determining  whether 
the  haemorrhage  is  the  cause  of  the  disease  or  is  itself 
the  result  and  evidence  of  pre-existing  or  coincident 
disease.  It  is  an  undisputed  fact  that  in  a certain 
number  of  cases,  more  or  less  copious  haemoptysis  is 
the  very  first  symptom  of  the  pulmonary  disease, 
preceding,  even  for  a considerable  time,  all  reliable 
physical  signs. 

Professor  Niemeyer  asserts  that  the  haemorrhage  in 
these,  as  in  the  majority  of  cases  of  phthisis  in  all  its 
stages  proceeds  from  the  bronchial  mucous  mem- 
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brane ; that  a portion  of  the  blood  becomes  inhaled 
into  the  air-cells  of  the  previously  healthy  lung, 
coagulates  there  giving  rise  to  irritative  lobular  pneu- 
monia, the  consolidations  of  which  may  subsequently 
decay  and  soften  leading  to  destruction  of  the  lung,  or 
may  become  cheesy,  and  give  rise  at  some  subsequent 
period  to  tuberculosis  of  the  lung  of  a secondary  or 
infective  kind.“  I must  confess  that  I have  never  met 
with  a case  which  I could  distinctly  refer  to  this 
category,  nor  are  the  cases  which  Niemeyer  quotes  in 
support  of  his  view  to  my  mind  conclusive.^' 

I think  the  phenomena  exemplified  in  the  following 
case  may  be  fairly  regarded  as  illustrative  of  the  hae- 
morrhagic variety  of  consumption,  while  they  also 
point  to  the  haemorrhage  being  of  pulmonary,  not 
of  bronchial  origin. 

J.  P.,  aged  20,  a servant  residing  at  Faringdon,  came 
to  see  me  at  the  Brompton  Hospital  on  September 
2 1st,  1871.  She  was  a fine,  well  developed  woman, 
with  a decided  tendency  to  embonpoint^  a clear  com- 
plexion, a high  colour,  in  which,  however,  a slight 
degree  of  lividity  was  noticeable.  She  was  complain- 
ing of  shortness  of  breath  and  bad  cough  with 
expectoration,  and  had  the  following  history ; — Of 

20  Waldenburg,  fully  admitting  this  view,  seems  inclined  further 
to  think  that  the  inhaled  blood,  by  the  re-entry  of  its  shrivelled 
elements  into  the  circulation,  may  give  rise  directly  to  true  tuber- 
culosis. Die  Tuhcrcxdose,  p.  496. 

21  This  point  is  very  fully  discussed  by  my  colleague,  Dr.  C.  T. 
Williams,  in  his  chapter  on  Haemoptysis  in  the  recent  work  on 
Pulmonary  Conuimption,  by  Dr.  C.  J.  13.  Williams  and  himself. 
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healthy  parentag-e,  and  with  no  hereditary  tendency  to 
consumption, « she  had  enjoyed  good  health — with 
the  exception  of  the  formation  of  an  abscess  at  the  top 
of  the  sternum,  which  discharged  eight  years  ago, 
leaving  a depressed  scar — until  twelve  months  ago, 
when  she  began  to  suffer  from  palpitation  on  exertion ; 
she  did  not  consider  that  she  had  been  ill,  however, 
for  more  than  six  months,  with  increasing  breathless- 
ness and  palpitation  and  slight  dry  cough. 

Three  months  ago  she  had  an  attack  of  tolerably 
copious  haemoptysis  which  lasted  nine  days,  and  kept 
her  in  bed  three  weeks : five  weeks  ago  she  had  a 
repetition  of  the  haemoptysis  to  a less  degree.  She 
had  not  menstruated  for  four  months,  having  pre- 
viously done  so  with  regularity ; but  though  the 
catamenia  ceased  about  a month  previous  to  the  first 
attack  of  haemoptysis,  she  did  not  herself  connect  the 
two  facts  together ; they  had  again  appeared  a day 
or  two  ago.  She  had  never  suffered  from  epistaxis. 
She  now  complained  of  shortness  of  breath,  trouble- 
some cough  with  expectoration,  which,  however,  was 
not  tinged  with  blood.  She  had  got  thinner  of  late, 
and  the  pulse  was  rather  accelerated  and  small. 

There  was  at  this  date  no  alteration  in  the  shape 
of  the  chest,  which  was  remarkably  good,  nor  any 
decided  dulness ; but  on  the  right  side  there  was 
diffused  crepitation  throughout,  mingled  with  vesi- 
cular harsh  breath-sound.  On  the  left  side  the 
respiratory  murmur  was  exaggerated.  The  case 

22  There  is  some  doubt  about  one  sister  who  died  of  bronchitis, 
after  about  six  weeks'  illness,  at  the  age  of  4 years. 


64 


ON  Hj^MORRHAGW  PIITHTSTS- 


was  regarded  as  one  of  irritative  catarrhal  pneu- 
monia of  the  right  lung,  secondarj’-  to  copious 
haemorrhage  (probably  vicarious)  from  the  apex 
of  that  lung.  At  this  time  there  was  no  evidence  of 
positive  destruction  of  lung,  and  I strongly  advised 
her  to  seek  the  shelter  of  the  Hospital  as  an  in-patient 
with  the  hope  that  she  might  make  a complete  re- 
covery. She  was  not  able  to  do  so,  however,  until 
November  after  having  had  a slight  return  of  the 
haemoptysis  at  the  end  of  October. 

November  17th. — Having  been  in  the  Hospital  for 
a few  days,  under  the  care  of  Dr.  C.  T.  Williams,  I 
again  examined  her.  There  was  slight  but  decided 
dulness  on  percussion  at  the  right  supra-  and  infra- 
clavicular  region,  fading  both  downwards  and  later- 
ally towards  the  median  line  into  good  resonance ; 
above  the  clavicle  the  resistance  to  percussion  was 
greater  than  on  the  opposite  side ; at  the  extreme 
posterior  base  there  was  almost  complete  dulness 
for  three  fingers  breadth,  not  so  anteriorly  nor  in 
the  axillary  region.  Heart’s  apex-beat  in  normal 
situation.  The  respiratory  murmur  at  the  apex 
was  entirely  masked  by  coarse  moist  crepitation  ac- 
companying both  inspiration  and  expiration ; vocal 
resonance  increased,  however,  in  supra-spinous  fossa. 
Below  the  apex  respiratory  murmur  feeble ; crepita- 
tion to  base,  but  less  abundant  than  above ; at 
posterior  base  absence  of  respiration  over  the  dull 
portion,  with  some  incomplete  aegophony.  On  the 
right  side  respiration  loudly  puerile,  well  audible  to 
mid-sternal  line.  The  complexion  was  still  fresh 
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and  highly  coloured,  without,  however,  any  lividity. 
Cough  now  only  slight ; expectoration  a tenacious 
mucus,  clear  and  slightly  pigmented.  Temperature 
normal:  pulse  104  to  112;  weight  of  patient,  nine 
stone. 

I quote  this  case  because  I think  it  is  as  good  an 
example  of  haemorrhagic  phthisis,  in  the  sense  of 
phthisis  secondary  to  haemoptysis,  as  is  ever  met 
with.  There  are  three  queries  which  must,  however, 
be  answered  respecting  it : ist.  Is  it  a case  of 

phthisis  at  all  ? 2nd,  Is  it  a case  of  phthisis  caused  by 
the  inhalation  of  blood  effused  from  the  bronchial  mu- 
cous membrane — phthisis  ad  hcemsptoe,  in  the  sense  of 
Niemeyer  and  others?  or,  3rd,  Is  it  a case  of  pul- 
monary haemorrhage  coincident  with  the  occurrence 
of  that  active  pulmonary  congestion  which  is  the  very 
first  stage  of  a certain  number  of  cases  of  phthisis  ? 

I.  Though  at  present  (November  17th,  1871,)  there 
is  no  evidence  of  wasting  of  the  lung,  yet  there 
is  sufficient  evidence  of  irreparable  damage  to  its 
texture  i.e,,  there  has  been  slowly  diminishing 
breath-sound,  with  abundant  crepitation,  since  she 
first  came  under  observation  in  September,  until 
now  the  signs  at  the  right  apex  seem  only  compati- 
ble with  the  air-cells  there  having  become  completely 
blocked  with  their  epithelial  products,  now  in  the 
process  of  degeneration  (caseous  pneumonia). 

The  significance  of  such  gradually  developing 
apex-signs  after  haemoptysis  cannot,  I think,  be  mis- 
taken ; softening  and  removal  of  lung  tissue,  to  a 
gfreater  or  less  extent,  with  indurative  shrinking  of 
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the  lungf,  are  the  almost  necessary  consequences.  In 
all  probability,  the  disease  in  the  lower  part  of  the 
lung  is  the  direct  result  of  the  irritation  of  the  inhaled 
blood,  and  much  of  it  may  no  doubt  yet  clear  up — 
indeed,  had  the  patient  obtained  proper  shelter  and 
care  from  the  first,  it  might  have  done  so  entirely ; 
but,  though  all  fever  is  now  absent,  the  physical  signs 
show  that  much  of  the  lung  yet  remains  clogged  with 
inflammatory  products. 

2.  I think  the  facts  (a)  of  the  opposite  lung  having 
wholly  escaped,  and  (d)  of  the  apex  of  the  right  lung 
being  so  decidedly  alfected,  are  very  strong  evidence 
against  the  probability  of  the  haemorrhage  having 
been  from  the  bronchial  mucous  membrane. 

3.  The  same  two  facts,  and  more  particularly  the 
gradual  increase  in  the  apex-signs,  and  the  concur- 
rence of  the  copious  haemoptysis  with  the  severe  lung- 
symptoms,  are  equally  strongly  in  favour  of  the 
haemorrhage  being  truly  pulmonary — i.e.,  of  an  acute 
pulmonary  congestion,  the  true  first  stage  of  this 
(pneumonic)  form  of  consumption  having  been  at- 
tended with  haemoptysis  to  an  unusual  extent,  the 
blood  having  also  gravitated  to  other  parts  of  the 
lung,  and  set  up  irritative  changes  there. 

No  doubt,  at  first — i.e.,  soon  after  the  haemoptysis 
— the  basic-  were  in  excess  of  the  apex-signs ; this  is 
the  case  in  many  instances  of  copious  haemoptysis  in 
the  first  stage  of  phthisis.  The  explanation  which 
appears  to  me  most  plausible  is,  that  the  natural  effect 
of  gravitation,  aided  by  the  expansile  movements  of  the 
lung,  is  to  remove  the  blood  from  the  air-cells  at  the 
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apex  of  the  lung-23  which,  therefore,  often  escape  block- 
ing-, while  they  are  the  Very  physical  conditions  which 
most  aid  its  entry  into  the  lower  portions.  On  the 
other  hand,  had  the  blood  welled  up  from  the  base  of 
the  lung,  it  is  unlikely,  for  the  same  reasons,  that  the 
opposite  lung  would  have  escaped. 

It  may  be  said — and  here  lies  the  uncertainty  of  all 
cases  of  this  kind — that  there  was  some  disease  exist- 
ing at  the  right  apex  prior  to  the  hjemoptysis.  It  is 
true  that  the  patient  had  some  cough,  but  it  was  only 
very  slight,  unattended  with  constitutional  symptoms 
of  any  special  kind,  and  not  apparently  differing  from 
the  short  cough  so  commonly  associated  with  palpita- 
tion, of  which  she  also  complained. 

We  may  say,  at  least,  that  the  onsei  of  the  disease 
was  zaH/i  copious  hcemopiysis  in  a person  previously  with  no 
apparent  chest  disease,  and,  with  the  exception  of  some 
menstrual  irregularity,  and  the  palpitation  so  common- 
ly associated  with  this  condition,  in  fair  health;  we  are 
further  certain  that  a considerable  amount  of  the  disease 

23  The  blood  sometimes  coagulates  too  quickly  for  this,  and  then 
the  physical  signs  vary  greatly  from  day  to  day,  as  in  an  interest- 
ing case  of  Dr.  Gee’s,  of  which  he  has  kindly  shown  me  the 
notes.  In  this  case  the  signs  were  nil  after  the  first  htemoptysis ; 
immediately  after  a second  attack,  however,  there  were  signs  at 
the  right  apex,  which  were  modified  from  day  to  day.  The  hae- 
morrhages were  frequently  repeated  here,  and  the  blood  expec- 
torated was  commonly  dark  and  clotted,  having  apparently  been 
retained  some  little  time.  Some  temperature  observations  are 
much  wanted  immediately  after  the  first  copious  haemoptysis  iij 
cases  pursumed  to  be  of  haemorrhagic  character.  Dr.  Gee  coa- 
eiders  it  to  be  elevated  from  the  first. 
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present  is  the  result  of  the  hcemopiysis ; and  these  two 
facts  are  sufficient  to  mark  the  case  clinically  as  one 
of  Haemorrhagic  Phthisis. 

It  is  obvious  that  it  is  impossible  to  draw  the  line 
between  those  cases  in  which  the  acute  congestion — 
whether  of  vicarious  or  mechanical24  origin  or  aris- 
ing from  a chill  or  other  cause  — results  in  hae- 
morrhage in  a lung  previously  sound,  or  determines 
what  is  often  the  first  sign  of  consumption,  hae- 
moptysis, from  a lung  whose  vessels  are  frail  from 
previous  error  of  nutrition  or  disease  at  one  portion. 
The  distinction  is  mainly  drawn  from  the  clinical 
history  of  the  case ; and  there  is  perhaps  no  true 
■pathological  difference,  since  we  cannot  on  present 
evidence  admit  the  haemorrhage  to  be  bronchial. 

The  chief  fact  upon  which  those  who  attribute 
early  haemoptysis  to  haemorrhage  from  the  bronchial 
tubes  rely,  is  the  extreme  difficulty  often  experienced 
by  the  ablest  auscultators  in  detecting  any  physical 
signs  (but  those,  perhaps,  of  bronchial  irritation) 
a short  time  after  even  very  copious  haemoptysis. 
A man  comes  for  examination  a day  or  two  after 
bringing  up  a large  quantity  of  blood,  and  absolutely 
no  signs  which  one  could  definitely  pronounce  as  in- 

24  The  term  mechanical  source  is  meant  to  include  those  cases 
in  which  the  excited  action  of  the  heart  and  pulmonarj'  engorge- 
ment connected  with  violent  muscular  exertion — excessive  danc- 
ing, rowing,  etc. — lead  to  haemoptysis.  I do  not  know  of  any 
well-authenticated  case  of  the  kind.  In  Dr.  Weber’s  first  case 
(Clin.  Trans. y vol.  ii.,  p.  143),  dancing  evidently  caused  a recur- 
rence of  the  haimoptysis. 
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dicative  of  the  origfin  of  the  haemoptysis  are  discover- 
able. This  very  commonly  happens.  There  may 
be  the  slightest  comparative  harshness  and  feeble- 
ness of  respiration  at  the  summit  of  one  lung,  from 
which  long  experience  of  the  subsequent  phenomena 
leads  one  to  judge  that  the  haemorrhage  has  arisen 
there,  but  which  without  such  experience  would  be 
considered  wholly  inadequate  to  account  for  the 
astonishing  haemorrhage. 

I have  already  pointed  out  above  that  the  readiness 
of  escape  permitted  to  the  blood  from  the  apex  by 
the  aid  of  gravitation  and  the  expansile  motion  of  the 
air-cells  appears  to  me  to  be  the  explanation  of  this 
difficulty.  It  is  the  too  common  experience  of  the 
subsequent  development  of  physical  signs  indicative 
of  decided  disease  at  the  point  which  we  could  only 
guess  to  be  the  source  of  haemorrhage  before, 
which  enables  us  in  such  cases  to  speak  decidedly 
upon  what  would  otherwise  be  insufficient  evidence. 

It  will  be  observed  that  the  hcemorrhagic  diathesis  has 
not  been  spoken  of  in  connection  with  haemorhagic 
phthisis.  I believe,  indeed,  that  the  two  diseases 
have  no  causative  relation  to  one  another.  Cases 
are  common  enough  in  which  there  is  a tendency 
to  slight  haemorrhage  from  the  gums,  slight  hae- 
moptysis apparently  from  the  mucous  membrane  of 
the  large  bronchi  or  the  throat,  often  associated  with 
menorrhagia.  I have  watched  many  such  cases  for 
a long  time,  but  none  of  them  have  ever  become 
phthisical,  or  suffered  from  very  copious  haemoptysis. 
Cases  of  true  haemorrhagic  diathesis  are  of  course 
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tare,  and  ] am  therefore  glad  to  have  the  opinion  of 
my  friend  Dr.  Legg,  who  has  paid  much  attention  to 
hamophilia  and  its  literature,  and  who  finds  the  sub- 
jects of  this  disease  are  rarely  affected  with  copi- 
ous haemorrhage  from  the  lungs  while  among  them 
Phthisis  is  still  more  rare. 

Perhaps  the  chief  advantage  in  retaining  the  term 
“haemorrhagic  phthisis”  lies  in  its  directing  attention 
forcibly  to  the  fact  that  haemoptysis  must  not  be 
looked  upon  only  as  the  symptom  or  sign  of  disease, 
but  as  being  also  the  potential  cause  of  fresh  disease. 
This  consideration  has  a very  important  bearing 
upon  the  treatment  of  haemoptysis. 

We  know  that  this  early  haemoptysis  is  rarely 
fatal,  and  therefore,  after  calming  the  patient  and 
securing  for  him  perfect  repose,  we  may  antici- 
pate spontaneous  arrest  of  the  haemorrhage,  or  may 
endeavour  to  stop  it  by  appropriate  drugs  and  other 
means.  Our  whole  anxiety  is,  however,  in  the  imme- 
diate future,  to  watch  for,  and  if  possible  to  avert, 
the  secondary  consequences  of  the  bleeding.  Any 
detailed  physical  examination  of  the  chest  is,  while 
the  haemorrhage  continues,  to  be  carefully  avoided. 

The  thermometer,  happily  without  danger  to  the 
■patient,  gives  us  the  information  we  most  require, 
and  together  with  the  pulse  and  general  aspect  of 
the ’patient,  is  the  best  guide  in  the  management  of 
the  case.  If  the  temperature  is  raised  at  die  time,  or 
Within  a few  hours  of  the  haemoptysis  (it  is  often  de- 
pressed for  a few  hours  by  haemorrhage  from  the 
lungs),  we  may  conclude  it  to  be  of  congestive  or  m- 
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fiammatory  origin,  and  we  anxiously  watch  for  a few 
days  to  see  whether  the  fever  subsides  with  the 
haemoptysis,  or  whether  a fresh  accession  takes  place 
significant  of  those  secondary  inflammatory  changes 
we  have  reason  to  dread.*^ 

The  patient  is  usually  seen  after  the  first  burst  of 
haemorrhage  j and  if  the  bleeding  continue  after 
quiet  is  secured,  astringents  may  be  found  useful. 

I believe  gallic  acid  to  be  the  best  of  them,  but  it 
must  be  given  in  large  doses  of  gr.  xx.  or  3ss.  Un- 
less, however,  active  bleeding  is  going  on,  I am  con- 
tent in  cases  of  haemoptysis  to  give  nitro-muriatic 
acid  and  ipecacuanha,  the  acid  serving,  I fancy,  to 
give  tone  to  the  relaxed  vessels  which  have  yielded 
the  blood. 

The  subsequent  treatment  of  these  cases  requires 
the  greatest  care,  and  may  be  rewarded  with  bril- 
liant results;  for  they  are  cases  in  which  the  disease 
is  often  in  the  smallest  sense  constitutional,  and 
therefore  in  which  recovery  is  always  to  be  hoped 
for,  while  in  no  kind  of  condition  is  neglect  attended 
with  more  unfortunate  results  than  in  haemoptysis. 
I shall  have  a few  more  special  remarks  to  make  on 
the  treatment  of  pulmonary  haemorrhage  in  connex- 
ion with  the  subject  of  Recurrent  Haemoptysis. 

The  prophylactic  treatment  is  of  much  importance 

25  Drs.  Baiimler’s  and  Weber’s  cases,  recorded  in  the  Clinical 
Transactions,  vol.  ii,,  in  which,  however,  they  take  a difTerent 
view  as  to  the  source  of  the  ha:morrhage,  are  most  instructive  in 
pointing  out  the  value  of  the  thermometer  as  a guide  in  the 
management  of  cases  of  ha;moptysis. 
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when  we  have  any  suspicion  of  a tendency  to  pul- 
monary hyperemia,  especially  in  young  girls  before 
menstruation  is  thoroughly  established,  or  if  it  be 
irregular.  Violent  exercise  of  any  kind  should  be 
strictly  forbidden,  the  underclothing  should  be  of 
flannel  throughout,  and  the  air  of  the  bedroom  should 
be  warmed. 


CHAPTER  Vn. 


Recurrent  Haemoptysis  : Illustrative  Case — main  features  of  the 
disease ; repeated  copious  haemoptysis  ; chronicity  of  pul- 
monary disease — Pathology : slowly  forming  or  old  excava- 
tion, not  necessarily  tubercular  ; frequent  absence  of  secondary 
fever;  modes  of  arrest  of  haemorrhage — Treatment,  Prophy- 
laxis— Both  the  forms  of  haemoptysis  described  rare ; signifi- 
cance of  true  haemoptysis  but  little  weakened  by  modern 
research. 

The  following  very  typical  example  of  recurrent 
haemoptysis  has  now  been  under  my  observation  for 
nearly  five  years  and  I will  summarise  my  notes 
which  have  extended  over  the  whole  of  this  time,  as 
briefly  as  possible : — 

Thomas  W.,  aged  at  the  present  date,  31,  de- 
scribed as  a fitter,  first  came  under  my  notice  at  the 
Brompton  Hospital,  in  May,  1867.  He  had  been 
ailing  for  some  years  with  occasional  cough,  and  had 
been  three  years  previously  under  the  care  of  Dr. 
Stone,  at  the  same  Hospital.  He  complained  of  pain 
in  the  chest  and  bad  cough,  but  with,  he  said,  no  ex- 
pectoration ; he  had  had  streaky  haemoptysis  several 
times.  He  was  doubtful  whether  he  had  got  thifiner ; 
the  appetite  and  digestion  were  good,  the  bowels 
regular,  and  the  pulse  slow.  The  only  history  of 
hereditary  predisposition  consisted  in  his  father,  an 
intemperate  man,  having  died  of  consumption  at  the 
age  of  44.  The  patient  himself  has  always  been  a 
tolerably  steady  man  of  very  active  habits.  He  is. 


74 


RECURRENT  B2EM0PTYSIS. 


very  intelligent,  of  sanguine  temperament,  clear 
complexion,  of  medium  height,  and  slight,  though 
robust  build.  A striking  feature  about  him,  and 
worthy  of  note,  is  his  extreme  excitability — an  almost 
superfluous  energy  with  which  he  is  gifted,  which 
leads  him  to  do  everything  with  exaggerated  effort. 

At  the  date  of  his  first  attendance  there  was  pre- 
sent at  the  left  apex  some  dulness,  with  a few  clicks. 

On  June  29th  he  reported  having  expectorated  on 
the  previous  day  a considerable  quantity  of  blood, 
and,  as  he  was  still  spitting  some,  he  was  ordered 
gallic  acid  powders. 

On  August  3rd  he  spat  more  blood,  and  ^ note  is 
entered  of  the  existence  of  a small  vomica  at  the  left  apex. 

8th. — “Haemoptysis  one  pint  this  morning;”  re- 
peated powders,  and  ordered  mist.  acid,  sulph.  co. 

On  the  loth  the  haemoptysis  continued  in  a less 
degree  and  the  breath  was  freer ; he  was  ordered 
counter-irritation  to  the  left  apex  and  to  continue 
the  medicine. 

On  the  17th  croton  oil  liniment  was  applied  to  the 
left  apex.  At  this  date,  regarding  the  aontinuance 
of  the  haemoptysis  and  its  repeated  occurrence  at 
intervals  together  with  the  absence  of  any  corre- 
sponding progress  in  the  pulmonary  physical  signs, 
which  were  still  limited  to  the  summit  of  the  left 
lung,  I was  first  led  to  suspect  the  existence  of  a 
small  aneurism  of  a pulmonary  vessel  there. 

On  the  24th,  however,  the  haemoptysis  had  almost 
ceased,  and  as  the  patient  was  emaciating,  mineral 
acid  and  bark  with  small  doses  of  oil  were  pre- 
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scribed,  and  a linctus  for  the  cough  which  was 
troublesome.  With  the  exception  of  a very  trivial 
attack  he  had  no  return  of  haemoptysis,  and  ceased 
attending  the  Hospital,  greatly  improved  in  health, 
at  Christmas  of  the  same  year. 

He  returned  again  in  October,  1868,  having  con- 
tinued, as  he  expressed  it,  “well”  and  at  work  until 
a fortnight  previously.  He  had  now  slight  cough 
and  had  expectorated  some  blood  but  not  so  much 
as  on  previous  occasions. 

At  this  date  there  was  “ dulness  on  the  left  side 
anteriorly  to  the  mamma,  with  high-pitched  bron- 
chial breath-sound,  pectoriloquy,  and  cavernous 
cough  ; sounds  very  dry ; some  crepitus  at  angle  of 
left  scapula.”  The  oil  was  repeated,  and  an  alkaline 
bitter  ordered  with  small  doses  of  iodide  of  potas- 
sium. He  again  improved,  having  only  one  slight 
attack  of  haemoptysis  in  November ; and  at  Christ- 
mas, having  an  in-patient  letter,  was  admitted  into 
the  Hospital  under  the  care  of  Dr.  Pollock,  who  con- 
firmed the  accuracy  of  the  signs  as  above  described. 
He  only  remained  in  a month,  however,  during 
which  time  I saw  him  on  several  occasions,  and 
cautioned  him  against  displaying  so  much  energy  in 
doing  the  most  trivial  thing  and  coughing  with 
such  unnecessary  violence.  He  had  no  appreciable 
expectoration,  and  left  the  Hospital  feeling  well. 

I did  not  see  him  again  until  August,  1870,  when, 
having  remained  quite  well  and  at  work  until  the 
previous  Wednesday,  he  expectorated  half  an  ounce 
of  blood.  The  physical  signs  were  still  limited  to 
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the  left  apex,  where  there  was  dulness,  bronchial 
respiration,  crepitus,  and  friction  (creaking  pleura), 
and  a whiffling  murmur,  systolic,  audible  in  infra- 
clavicular  region,  continuous  from  subclavian  not 
from  pulmonary  arterial  region  (and  no  doubt 
conducted  subclavian  murmur). 

He  ceased  attendance  in  October,  and  continued 
pretty  well  until  March  4th,  1871,  when  he  again 
attended  with  haemoptysis,  and  was  seen  by  my 
colleague  Dr.  C.  T.  Williams  in  my  absence,  who 
ordered  gallic  acid  immediately  and  directed  him  to 
send  in  three  days’  time.  With  his  usual  imprudence 
he  attended  personally  on  March  8th,  having  come 
from  Battersea,  though  still  spitting  blood  freely, 
and  brought  up  a considerable  quantity  in  the  out- 
patient room.  I prescribed  gr.  xx.  of  ergot  every  two 
hours  for  twelve  doses,  and  ordered  emp.  lyttae,  four 
inches  by  four,  to  the  left  infra-clavicular  region. 
This  attack  proved  the  most  prolonged  and  desperate 
one  he  had  yet  had,  and  nearly  terminated  fatally. 

March  nth. — Wife  attended;  ha?moptysis  still  con- 
tinues ; brought  up  half  a pint  of  blood  this  morning 
at  2 a.m.  Ordered  six  3ss.  powders  of  gallic  acid, 
one  to  be  taken  directly,  and  one-third  (gr.  x.)  every 
two  hours,  with  morphia  linctus  to  allay  the  cough, 
and  a brisk  purge. 

i^th. — Haemoptysis  continues  in  a less  degree.  A 
mixture  containing  nitro-muriatic  acid  with  glycerine 
and  ipecacuanha  (which  I have  found  of  great  ser\’ice 
at  the  close  of  an  attack  of  haemoptysis)  ordered,  and 
some  more  powders  and  purgative. 
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On  the  22nd  he  had  had  three  more  attacks  of 
copious  haemoptysis  three  days  previously,  and  was 
extremely  exhausted  by  the  continual  loss  of  blood. 
Sulphate  of  iron  and  alum  were  prescribed. 

29th. — “ Haemoptysis  half  a pint  yesterday ; same 
amount  to-day.”  3ss.  doses  of  gallic  acid  ordered 
every  four  hours  for  six  doses. 

On  the  30th,  mist.  acid,  sulph.  co.  3tis.  horis;  pil. 
plumb,  c.  opio  gr.  v.,  nocte  maneque;  iodine  paint 
under  left  clavicle.  From  this  date  the  violence  of 
the  attacks  much  abated — I should  imagine  rather 
from  lack  of  blood-supply  than  from  the  efficacy  of 
the  remedies  used,  which,  however,  were  steadily 
continued  until  April  13,  when  he  had  had  no  haemop- 
tysis in  quantity  for  a week. 

On  April  20th,  some  small  doses  of  cod-liver  oil 
were  ordered  and  the  acid  ipecacuanha  mixture  with  a 
little  morphia.  He  had  no  more  haemoptysis  after 
this  and  again  attended  personally,  though  with  great 
difficulty  from  his  extreme  weakness,  on  May  4th. 
At  this  date  there  was  noted  at  the  left  apex  “ retrac- 
tion of  lung,  dulness,  cavernous  respiration,  and  rhon- 
chus  (slight).”  Posteriorly  there  was  “diffused  cre- 
pitation, with  some  defective  resonance.”  This  was 
the  first  occasion  on  which  the  lung  had  appeared  to 
suffer  from  the  effects  of  the  haemoptysis. 

The  cough  was  troublesome,  especially  in  the 
morning,  and  on  the  nth  he  was  ordered  ether  and 
ammonia  expectorant  in  the  morning,  lest  his  violent 
and  unaided  efforts  at  expectorating  should  lead  to  a 
reopening  of  the  broken  arterial  branch  or  possible 
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aneurism,  which  seemed  to  have  been  the  only  con- 
ceivable source  of  such  profuse  and  repeated  haemor- 
rhag^e.  It  was  extraordinary  to  note  the  rapidity  with 
which  the  patient  reg'ained  flesh,  streng^th,  and  colour, 
though  butcher’s  meat  was  only  allowed  every  other 
day,  stimulants  were  cut  off",  and  abundance  of  milk 
alone  permitted.  He  continued  to  take  mineral  acids 
and  oil  3j.  a day.  He  did  not  at  all  approve  of  this 
diet,  but  from  previous  experience  of  his  rapid  blood- 
making  qualities  I was  convinced  that  a more  gene- 
rous regimen  would  have  led  to  a return  of  the 
haemorrhage. 

On  June  2g,  having  only  (on  the  8th)  had  one  com- 
paratively slight  attack  of  haemoptysis,  the  physical 
signs  showed  enlargement  of  the  right  lung  the  mar- 
gin of  which  reached  across  the  median  line;  still 
some  irritative  bronchitis  at  the  left  base  indicated 
by  diffused  submucous  rales.  Frictions  with  compound 
iodine  ointment  ordered. 

Beyond  an  occasional  tinge  of  the  morning  expec- 
toration he  has  had  no  more  haemoptysis  up  to  the 
present  time,  (December  1871)  and  has  returned 
almost  to  his  usual  health,  though  the  breath  is 
shorter.  Since  June  he  has  taken  no  oil;  some 
digitalis  was  added  to  his  mixture  for  a few  weeks  ; 
and  the  diet  has  continued  restricted,  though  less  so 
of  late. 

This  case,  the  great  length  of  which  demands  some 
apology  to  my  readers,  is  one  of  extreme  interest  to 
me,  as  exemplifying  well  what  I believe  to  be  the 
main  features  of  recurrent  haemoptysis,  viz. : — i.  Re- 
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peated  copious  haemorrhagfes  obviously  arising’  from 
disease  localised  at  one  portion  of  the  lung.  2.  Pul- 
monary disease  chronic  in  its  course  and  but  little 
influenced  directly  by  the  haemorrhage.  The  haemop- 
tysis, though  it  may  prove  directly  fatal,  is  accompa- 
nied by  no  severe  fever  or  secondary  pneumonia, 
and  from  it  the  patient  frequently  makes  a speedy 
recovery. 

The  pathological  condition  common,  I believe,  to 
all  these  cases  of  recurrent  haemoptysis  is  that  of  a 
slowly  forming  cavity,  or  one  formed  by  a very  local- 
ised process  of  an  active  character,  in  the  walls  of 
which  pulmonary  vessels  still  patent  are  exposed. 
It  will  be  observed  that  the  case  above  described  did 
not  begin  with  haemoptysis ; the  man  had  had  some 
dry  cough  and  occasional  streaky  haemoptysis  for 
some  years  previously,  and  a few  days  after  the  first 
considerable  haemoptysis  a vomica  was  found  at  the 
left  apex,  where  some  two  months  previously  there 
was  consolidation  and  softening. 

But  the  vomica,  which  yields  the  blood,  need  not  be 
of  “ tubercular”  origin — e.g.,  a soldier  has  been  under 
my  care  at  Brompton  for  the  last  fourteen  months, 
who,  in  March,  1869,  while  blowing  the  clarionet,  in 
India,  was  seized  with  haemoptysis  to  the  amount  of 
about  a quarter  of  a pint,  which  did  not  quite  cease 
for  about  a week.  A month  or  six  weeks  later,  after 
having  suffered  for  four  or  five  days  from  severe  pain 
and  oppression  in  the  right  infra-mammary  region, 
he  suddenly  brought  up  about  a pint  of  “ corruption” 
and  some  more  blood,  and  since  that  time  he  has  had 
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hfemoptysis  every  few  weeks.  Since  he  has  been 
under  my  notice,  the  attacks  of  haemoptysis  have 
usually  been  preceded  by  severe  oppressive  pain  in 
right  mammary  region.  The  pulmonary  disease 
is  mainly  at  the  base  or  rather  the  middle  of  the  right 
lung,  there  being  scattered  moist  crepitation  over  the 
lung,  with  dulness,  most  marked  at  the  base.  Within 
the  angle  of  the  scapula,  and  also  at  the  correspond- 
ing point  in  front,  opposite  the  fourth  rib,  tubular 
respiration  with  some  large  click  is  heard. 

This  case  appears,  then,  to  have  begun  with  abscess 
in  the  lung — whether  secondary  to  pulmonary  apo- 
plexy or  not  it  would  be  difficult  to  say — which  has 
probably  left  behind  a chronic  deep-seated  cavity.*® 
The  patient,  Thomas  W.,  whose  case  is  above  re- 
lated, has  never  appeared  to  be  febrile,  and  during 
the  short  time  he  was  in  the  Hospital,  on  one  occasion 
when  he  had  haemoptysis,  though  to  a much  less 
degree  than  usual — ^viz.,  one  ounce — my  friend,  Mr. 
Bartlett,  the  Assistant  Medical  Officer,  found  his 
temperature  to  be  normal. 

In  two  other  men  now  under  my  care  as  out-pa- 
tients, who,  while  in  the  Hospital,  suffered  from 
severe  haemoptysis,  this  same  gentleman  found  no 
•elevation  of  temperature — e.g.,  one  case,  James  A.,  a 

26  He  was  discharged  from  the  army,  from  Netley  Hospital,  with 
abscess  of  the  liver  and  phthisis.” 

Added  note : April,  1872. — No  copious  haemoptysis  for  three 
months  hut  two  or  three  ounces  of  current  jelly-like  expectoration 
<3aily.  No  evidence  of  malignant  disease.  Signs  of  cavity  very 
obscure. 
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stonemason  (who  had  previously  been  under  my  care 
for  some  time  with  a vomica  at  the  base  of  the  lung-, 
and  induration  at  the  apex,  and  who  had  several 
times  had  copious  haemoptysis  while  in  the  Hospital 
under  Dr.  Quain)  on  November  14th  brought  up  half 
a pint  of  blood  at  10  a.m. 

At  7.30  repeated  half  a pint,  temperature  97'8° ; 
10  p.m.  four  ounces,  temperature  99‘2°. 

15th. — 10  a.m.,  temperature  98-8°. 

S p.m.,  temperature  98-2°,  haemoptysis  three-quar- 
ters of  a pint  half  an  hour  before. 

7 p.m.  and  9 p.m.,  temperature  98’2°.  He  had  no 
more  haemoptysis,  and  the  temperature,  taken  twice 
daily  by  Mr.  Bartlett,  up  to  the  21st,  never  rose  above 
98-4°.  The  physical  signs  were  not  altered,  and  the 
patient  rapidly  improved  in  general  health. 

The  danger  in  these  cases  is  from  the  abundance 
of  the  haemorrhage,  which  in  a great  number  is  the 
cause  of  immediate  death  oh  the  first  occasion.  It  is 
surprising  this  should  not  be  so  in  almost  all,z7  and 
nothing  is  more  striking  than  the  recovery  of  some 
patients  from  what  appears  to  be  the  most  hopelessly 
profuse  haemoptysis — Nature  apparently  seizing  the 

27  In  cases  of  fatal  hasmoptysis,  with  very  few  exceptions,  aneu- 
rism or  erosion  of  a branch  of  the  pulmonary  artery  has  been 
found  post-mortem  at  the  Brompton  Hospital.  In  some  of  these 
cases  there  had  been  previous  attacks  of  haemoptysis  of  the  same 
character  as  the  fatal  one,  while  in  several  of  them  other  vessels 
were  found  broken  across,  and  occluded  only  at  the  very  points 
of  the  fragments.  Other  observers  (notably  Dr.  Rasmussen)  have 
insisted  on  the  frequency  of  pulmonary  aneurisms  in  fatal  hcemop- 
tysis. 
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moment  when,  from  faintness,  the  blood  is  at  a stand- 
still to  heal  the  breach  by  the  formation  of  a coag^- 
lum.  Hence  the  importance  of  withholding  all  stimu- 
lants till  the  latest  moment. 

Rokitansky  refers  to  another  mode  of  arrest  of  the 
haemorrhage  from  a large  vessel  in  a cavity — viz., 
by  the  cavity  becoming  blocked  by  coagnilum,  which 
thus  compresses  the  vessel.  I have  seen  an  instance, 
post-viortem,  in  which  the  apex  of  the  right  lung  was 
converted  into  a blood-cyst,  quite  closed,  as  large 
as  a lemon,  which  had  been  produced  by  haemor- 
rhage into  a cavity. 

In  the  treatment  of  the  form  of  haemoptysis  now 
under  consideration,  besides  the  general  principles 
of  absolute  muscular  rest,  etc.,  before  referred  to,  we 
must  be  more  diligent  with  astringents  and  remedies 
which  control  the  heart’s  action  and  allay  cough  : 
ergot  acting  upon  the  muscular  walls  of  the  arteries, 
digitalis  diminishing  the  frequency  of  the  heart's 
action,  and  opium  lessening  excitement  and  allaying 
cough,  are  of  the  greatest  value. 

Ipecacuanha  emetics,  admissible  in  certain  cases 
of  primary  haemoptysis,  would  be  certainly  harmful 
in  these.  Our  object  is  to  allow  the  blood  to  coagu- 
late at  the  seat  of  rupture,  and  faintness  short  of 
actual  syncope  should  be  encouraged,  rather  than 
prevented  by  stimulants.  Nauseant  remedies,  how- 
ever, from  their  relaxing  effects  on  the  vessels,  are 
inadmissible.  Interrupted  cold  applications  to  the 
chest  may  be  tried  in  these  cases  more  usefully,  I 
think,  than  in  those  in  which  the  haemorrhage  is 
capillary. 
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With  reference  to  prophylactic  treatment,  patients 
the  subjects  of  phthisis,  particularly  with  chronic 
cavities,  should  be  cautioned  ag'ainst  muscular  efforts, 
such  as  running  upstairs  or  walking  fast.  The  ex- 
periments of  Colin^®  show  that  on  exertion  the  pres- 
sure of  blood  in  the  pulmonary  artery  increases  in 
greater  ratio  than  that  in  the  aorta.  In  those  pa- 
tients, too,  who  are  gifted  with  rapid  blood-making 
powers,  and  who  pick  up  flesh  with  great  rapidity 
after  haemoptysis,  a timely  partial  abstention  from 
butchers’  meat,  and  the  complete  withdrawal  of 
stimulants,  may  ward  off  or  postpone  the  next  attack. 

I am  inclined  to  think  from  my  observation  of  the 
above  related,  and  of  some  other  cases,  that  after  a 
greater  or  less  number  of  recurrences  of  the  haemop- 
tysis the  vessel  yielding  the  blood  may  become 
obliterated.  There  is  perhaps,  however,  a greater 
liability  to  the  exposure,  and  dilitation  of  a fresh 
vessel  in  such  cases  as  have  once  borne  the  recurrent 
haemoptysical  character. 

Having  dwelt  at  considerable  length  upon  two 
classes  of  cases  in  which  copious  haemoptysi^s  is  a 
very  prominent  and  important  symptom — in  the  one 
class  because  it  is  the  first  symptom,  which,  though 
rarely  directly  fatal,  is  yet  often  attended  with  se- 
condary results  endangering  the  life  of  the  patient; 
in  the  other,  because  the  haemorrhage  is  always  ex- 
tremely dangerous,  and  may  at  any  time  prove 
directly  fatal,  while  its  secondary  results  are,  as  a 
rule,  trivial,  and  but  slightly  influence  the  progress 

28  Coinptc-Rcndiis,  p.  759,  1864. 
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of  the  disease,  ■w'^hich  is  usually  one  of  the  very 
■chronic  forms  of  phthisis — we  must  not  omit  to  point 
out,  for  fear  of  misconception,  that  the  cases  which 
constitute  these  two  classes  are  few  and  exceptional. 
Haemoptysis,  as  a rule,  whether  very  slight  or  mode- 
rately copious,  is  a merely  casual,  though  very  im- 
portant symptom,  in  the  course  of  phthisis. 

I must,  in  conclusion,  further  state  it  as  my  firm 
conviction,  that,  take  haemoptysis  from  what  point 
of  view  we  may,  its  genuine  occurrence  in  any  degree 
beyond  a mere  streak  in  the  expectoration  is  a 
symptom  the  gravity  of  which,  in  the  enormous  ma- 
jority of  cases,  has  not  been  in  the  least  exaggerated 
by  the  much-abused  Laennec  and  others  of  equal  ex- 
perience— i.e.,  so  far  as  it  is  significant  of  positive  dis- 
ease.29  Putting  the  matter  in  the  most  practical  form, 

I presume  there  are  very  few  Physicians  who  would 
venture  to  consider  a candidate  for  life  assurance  as 
a “good  life”  who  had  the  history  of  a distinct  attack 
of  haemoptysis.  But,  on  the  other  hand,  by  fully  re- 
cognising the  gravity  of  this  symptom,  and  by,  at  the 
same  time,  bearing  in  mind  the  often-proved  results 
attained  by  due  precautions  and  improved  treatment, 
we  may  justly  give  that  very  decided  and  condition- 
ally hopeful  advice  which  is  most  likely  to  meet  with 
obedience  and  to  be  followed  by  corresponding  suc- 
cess. 

29  Having  redistributed  the  many  diseases  collected  together  by 
Laennec  under  his  comprehensive  term  “ tubercle,”  we  must 
beware  lest,  in  our  criticism  of  the  symptoms  attached  by  Laennec 
to  the  disease  Tubercle,  we  do  not  make  sufficient  allowance  for 
our  very  restricted  use  of  that  term. 


CHAPTER  VIII. 


Alveolar  Catarrh  before  spoken  of  may  set  up  local  tuberculisa- 
tion ; why  disease  tubercular,  not  simple  chronic  inflammation 
seat ; progress  independent  of  pneumonia ; How  different 
from  miliary  tubercle;  mode  of  extension  by  continuous 
growth  ; clinical  differences — Chronic  Tubercular  Phthisis  the 
best  clinical  name  for  this  disease — Relationship  of  local  tuber- 
culisation  to  local,  miliary,  and  general  tuberculosis  one  of 
degree  or  intensity  as  regards  infective  origin  or  specific 
constitutional  nature  — Distinctive  characters  of  Chronic 
Tubercular  Phthisis ; prognosis — Sketch  of  a case  of  acute 
Tuberculo-pneumonic  Phthisis;  distinguishing  characters  from 
Acute  Tuberculosis  and  Acute  Pneumonic  Phthisis — General 
rule  as  to  prognosis  ; necessity  pf  watching  the  signs  of  fever 
as  well  as  physical  signs — Table  representing  chief  varieties  of 
phthisis,  with  their  distinguishing  characters. 

Ix  speaking-  of  alveolar  catarrh,  it  was  remarked  that,, 
as  in  some  cases  it  may  proceed  to  catarrhal  pneumo- 
nia of  varying  degrees  of  intensity,  in  which  the 
pneumonic  process  with  its  intra-alveolar  products 
gives  the  prevailing  character  to  the  disease,  so  in 
other  cases  the  lymphatic  or  adenoid  structures  which 
so  largely  enter  into  the  formation  of  the  lung  stroma,, 
may,  under  the  same  primary  catarrhal  irritation, 
take  on  the  more  prominent  growth  : and  great  thick- 
ening of  the  alveoli,  grey  induration  in  which  some 
individual  granules  of  tubercle  may  or  may  not  be 
distinguishable  by  the  unaided  eye,  is  the  result — in 
fact,  we  have  a local  pulmonary  tulerculisaimi,  of 
slower  and  more  insidiously  destructive  progress 
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than  caseous  pneumonia,  so  far  as  the  lung"  is  con- 
cerned, but  more  obstinately  and  continuously  pro- 
gressive, more  prone  to  be  succeeded  by  early  impli- 
cation of  the  other  lung,  supposing  both  are  not  from 
the  first  implicated,  more  quickly  followed  (sometimes 
even  preceded)  by  disease  in  other  organs  particu- 
larly the  larynx  and  intestines ; and,  in  short,  though 
a chronic  or  subacute  diseaise,  yet  one  of  more  early 
average  termination  than  the  corresponding  pneu- 
monic forms  of  phthisis. 

It  will  no  doubt  be  said  by  those  who  only  admit 
the  existence  of  tubercle  in  the  discrete  or  dissemi- 
nately  grouped  miliary  forms  that  this  local  tuherculi- 
satio7i  is  no  tuberculisation  at  all,  that  it  is  merely 
chronic  inflammation.  If  so,  it  is  an  interstitial  in- 
flammation of  a very  special  kind,  that  in  typical 
cases  spreads  through  the  lung  from  apex  to  base, 
with  a well-defined  grey  advancing  margin,  immedi- 
ately beyond  which  the  highly  vascular  but  crepitant 
lung-tissue  presents  a striking  contrast  to  it.  On  ex- 
amining, however,  more  minutely  with  a lens,  the 
alveolar  walls  are  found  considerably  thickened  to 
some  little  distance  (perhaps  half  an  inch)  beyond 
the  defined  margin,  though  the  alveolar  spaces  are 
not  occupied  with  catarrhal  cells — at  least,  not  uni- 
formly so,  or  to  any  material  extent.  I am  not  aware 
of  any  mere  inflammation  at  all  analogous  to  this  in 
its  invasive  characters.  It  most  resembles  lupu^.jjf 
the  cutaneous  surface,  which,  1 presume,  no  one  would 
venture  to  describe  or  treat  as  merely  inflammatory. 

On  the  other  hand,  this  form  of  tubercle  (as  I think 
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it  must  be  considered)  differs  from  miliary  tubercu- 
losis pathologically  by  its  primarily  attacking  one 
portion  of  one  or  both  lungs  (almost  always  the 
apex),  and  spreading  therefrom,  not  by  the  dissemin- 
ation of  miliary  tubercles  far  beyond  the  margin  of 
advance,  but  by  a continuous  growth  involving  the 
destruction  and  subsequent  excavation  of  the  affected 
tissue.  Clinically,  the  peculiarly  insidious  origin  and 
progress  of  the  disease  with  the  gradually  increas- 
ing malaise  and  anaemia,  nocturnal  cough,  irreg- 
ular fever,  and  the  physical  signs  at  first  very  ob- 
scure at  one  apex  gradually  increasing  and  develop- 
ing at  the  other,  are  in  accordance  with  its  patho- 
logy, and  distinguish  it  also  from  the  still  more  severe 
miliary  form  of  tubercle.  “ Chronic  tubercular 
phthisis”  seems  the  best  clinical  name  for  this  vari- 
ety, of  which  the  pathological  process  is,  as  above 
stated,  best  represented  by  the  term  pulmonary 
tuberculisation. 

Miliary  tuberculosis,  though  not  differing  essential- 
ly in  anatomical  characters  from  the  infiltrated  form 
of  tubercle  above  spoken  of  under  the  terms  pulmon- 
ary tuberculisation,  grey  induration,  etc.,  appears  to 
differ  somewhat  in  its  mode  of  origin,  which  has  been 
proved  by  late  experiments  and  is  now  generally 
admitted  to  be  infective.  It  may  be,  however,  that  we 
should  better  appreciate  the  relationship,  so  striking 
anatomically,  which  exists  between  these  two  forms 
of  tubercle  if  we  were  to  bear  in  mind  that  as  there 
are  two  degrees  of  miliary  tuberculosis — viz.,  first, 
that  in  which  the  tubercles  are  widely  dispersed 
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through  many  organs  (infection  through  vessels  ?), 
second,  that  in  which  the  granules  are  merely 
sprinkled  around  some  old  cheesy  disease  or  in- 
duration (infection  through  lymphatics  ?) — so  in  a 
similar  fashion  a still  less  intense  degree  of  infec- 
tive power,  amounting  only  to  a specific  irritation, 
may  lead  to  the  production  of  tubercle  more  limited 
still  in  extent,  affecting  only  the  parts  contiguous  to 
the  infecting  agent.  Further,  with  a certain  pre- 
disposition, it  seems  clear  that  both  in  animals  and 
men  miliary  tuberculosis  may  arise  from  the  mere 
irritation  of  a catarrh  or  local  lesion,  the  specific 
quality  being  yielded  by  the  constitutional  peculiarity 
of  the  patient.  And  it  may,  correspondingly,  be  a 
question  of  degree  of  constitutional  aptitude,  whether 
the  disease  shall  be  as  local  as  the  irritation  giving 
rise  to  it,  or  shall  extend  only  by  contiguity  from  the 
point  of  origin,  or  whether  it  shall  at  once  take  on  the 
more  virulent  diffused  miliary  form.  These  observa- 
tions are,  I admit,  speculative  in  some  degree,  but 
they  surely  find  some  support  in  clinical  experience, 
and  more  from  recent  anatomical  inquiries. 

That  some  constitutional  aptitude,  hereditary  or 
acquired,  is  necessary  for  the  occurrence  of  tubercu- 
losis is  proved  by  its  so  often  failing  to  arise  in  cases 
of  chronic  phthisis  and  scrofulosis,  in  which  for 
months  and  years  inflammatory  products  in  every 
stage  of  degeneration  have  existed  as  apparently 
efficient  sources  of  infection  ; while  in  other  cases  the 
pathologist  must  explore  with  great  diligence  the 
body  of  one  dead  of  tuberculosis  to  discover  the  re- 
quired cheesy  mass. 
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Returning  now  to  the  consideration  of  chronic  tu- 
bercular phthisis,  it  is  very  difficult  to  depict  in  writ- 
ing a case  with  sufficient  accuracy  to  bring  out  those 
somewhat  minute  differences,  the  accumulation  of 
which  build  up  the  distinction  between  the  cases  of 
catarrhal  pneumonic  phthisis  already  described,  and 
those  of  chronic  pulmonary  tuberculisation  to  the  pa- 
thology of  which  we  have  referred.  And  indeed  it 
has  already  been  pointed  out  that  alveolar  catarrh  is 
really  the  first  stage  of  both  these  diseases — or, 
rather,  it  is  the  true  first  stage  of  the  one  (pneumonic 
phthisis),  and  the  determining  cause  of  the  other 
(chronic  tubercular  phthisis). 

It  will,  then,  perhaps  be  most  instructive  to  enumer. 
ate  those  symptoms  and  signs  the  presence  of  which 
will  warrant  us  in  regarding  the  case  as  one  of  tuber- 
cular phthisis — as  one,  at  all  events,  in  which  tubercle 
is  the  prevailing  lesion ; for  it  has  been  before  stated 
that  chronic  tubercle  is  rarely  wholly  unmixed  with 
other  inflammatory  products. 

So  far  as  temperature  is  concerned,  there  is  nothing 
at  present  known  characteristic  of  chronic  tubercle. 
It  is  at  times  elevated,  during  which  periods  there  are 
fresh  accessions  of  disease,  and  the  non-febrile  inter- 
vals are  of  varying  duration.  In  this  respect  the 
disease  presents  no  important  difference,  so  far  as  I 
have  been  able  to  observe,  from  the  chronic  pneumo- 
nic forms  of  phthisis.  The  physical  signs  are  more 
characteristic.  The  obscure  signs  of  alveolar  catarrh 
do  not  give  place  to  the  well-marked  dulness  and 
coarse  crepitation  or  crackling  of  catarrhal  pneumo- 
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nia,.  but  to  continued  weakness  of  respiratory  mur- 
mur, with  impaired  expansion  or  actual  flattening-, 
while  moist  sounds  may  be  altogether  absent,  or  one 
or  two  dry  crackles  may  be  elicited  on  cough.  The 
percussion-note  becomes  hardened,  and  we  may 
suddenly  be  surprised  by  the  development  (having 
omitted  to  examine  the  patient  for  a week  or  two)  of 
some  feeble,  blowing  respiration,  of  hollow  quality, 
still  very  dry,  which  increases  in  the  same  obscure 
way  until  an  unmistakeable  caVity  is  present.  This 
formation  of  a cavity  by  a process  of  dry  crumbling  is 
very  characteristic  of  the  typical  form  of  pulmonary 
tuberculisation. 

Huskiness  of  voice,  or  actual  aphonia,  is  commonly 
one  of  the  early  symptoms  in  this  variety  of  con- 
sumption, and  is,  I think,  characteristic  of  tubercle. 
The  huskiness  may  clear  off,  but  the  voice  remains 
more  or  less  altered  permanently  in  quality.  Too 
hasty  a diagnosis  must  not,  however,  be  made  from 
this  symptom,  lest  a grave  prognosis  be  rested  upon 
a simple  laryngeal  catarrh.  The  digestive  organs 
are  early  affected;  the  tongue  presents  a scanty 
white  fur  on  a very  red  ground,  with  prominent  red 
papillae,  an  appearance  which  is  very  significant  of 
intestinal  lesion,  still  more  so  if  the  fur  clears  off  in 
patches  leaving  raw-looking  glazed  surfaces,  and|  the 
symptoms  characteristic  of  this  lesion— alternating 
diarrhoea  and  constipation,  with  colicky  pains,  especi- 
ally after  food—  soon  appear. 

Patients  the  subject  of  this  form  of  phthisis  are 
usually  of  slender  figures  and  good  features.  Among 
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them  are  those  more  interesting-  examples  of  con- 
sumption or  decline  that  novelists  prefer  to  describe. 
This  variety  is,  however,  much  more  uncommon  than 
the  pneumonic  forms  of  phthisis. 

As  to  prog-nosis,  these  cases  admit  of  considerable 
temporary  relief,  and  may  appear  to  do  well  for  the 
first  few  months.  The  physical  signs  progress  how- 
ever, and  I think  the  duration  may  be  pretty  safely 
reckoned  as  within  two  years  of  the  first  appearance 
of  definite  signs.  The  intestinal  and  laryngeal  com- 
plications cause  great  distress  towards  the  last,  and 
hasten  the  fatal  termination. 

The  following  sketch  illustrates  the  phenomena 
characteristic  of  acule  tuberculo-pneumonic  phthisis — i.e., 
a case  of  pulmonary  tuberculosis,  in  which  the  tu- 
bercular granulations  and  groups  of  granulations 
are  attended  with  much  pneumonia,  which  latter  is 
the  main  element  destructive  to  the  lung;  while  the 
former  appears  to  stamp  the  disease  with  its  peculiar 
adynamic  characters,  its  continued  fever,  and  deter- 
mined progress  without  check  to  a fatal  tefmination. 

A woman,  aged  31,  was  admitted  into  Dr.  Cotton’s 
ward  at  the  Brompton  Hospital  in  October  last,  and 
seen  by  me  in  his  temporary  absence.  She  had  had 
“ inflammation  of  the  lungs”  (there  was  no  sign  of  old 
pneumonia  post-mortem)  two  years  ago,  but  had  suf- 
fered from  more  or  less  cough,  with  frothy  expector- 
ation, for  three  years.  Four  weeks  ago,  however, 
she  expectorated  a small  quantity,  two  teaspoonfuls 
of  blood,  and  the  sputa  continued  to  be  tinged  with 
blood  for  five  days.  She  had  since  suffered  from  night- 
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sweats,  emaciation,  cough,  and  pain  in  the  side  and 
between  the  shoulders,  of  which  symptoms  she  com- 
plained on  admission.  The  pulse  was  1 12 ; the  tongue 
furred ; catamenia  regular.  She  knew  of  no  family 
predisposition  to  phthisis.  The  physical  signs  on  ad- 
mission were — harshness  at  the  right  apex,  with  sub- 
crepitant rhonchus ; at  the  left,  jerking  respiration 
and  prolonged  expiration.  She  lost  rapidly  in  weight 
however,  losing  3^  lbs.  between  October  26th  and 
November  14th. 

On  November  8th  the  physical  signs  were  noted 
as  unchanged.  On  the  21st  she  was  much  worse, 
with  a red  tremulous  tongue,  a rapid  pulse,  great 
breathlessness,  and  much  heat  of  skin.  She  was  sit- 
ting up,  but  could  with  difficulty  stand-  from  the 
trembling  of  her  limbs  and  weakness.  Subcrepitant 
rhonchus  was  found  diffused  throughout  the  right  side 
behind,  with  some  defect  in  resonance  not  amounting 
to  dulness.  At  my  request  Mr.  Garton,  clinical  assis- 
tant, took  the  temperature  night  and  morning  from 
this  date.  During  this  time — twenty-nine  days  (five 
days  the  temperature  was  not  taken) — the  maximum 
morning  temperature  was  103°,  average  ioi'6°; 
maximum  evening  temperature  104°,  average  102-3°; 
difference  between  the  average  morning  and  evening 
temperature  -7°.  On  the  frequent  occasions  when  I 
saw  the  patient  in  the  middle  of  the  day  the  skin  was 
uniformly  hot,  and  the  pulse  very  rapid — usually 
about  120.  Meanwhile  the  pulmonary  physical  signs 
advanced,  the  crepitation  became  more  abundant, 
and  extended  through  both  lungs.  There  were  signs 
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of  breaking  down  at  the  right  apex,  though  the  pre- 
sence of  a cavity  could  not  be  with  certainty  ascer- 
tained. On  December  19th  there  was  present  “ dif- 
fused blowing  respiration,  with  sonorous  rhonchus 
and  scattered  crepitation  more  abundant  at  the  bases, 
with  some  dulness ; high  temperature,  and  much 
dyspnoea.”  On  December  15th  the  patient  began 
to  be  troubled  with  diarrhoea,  which  continued  more 
or  less  to  the  last.  The  emaciation  and  loss  of  power 
rapidly  increased,  the  smooth  red  tongue  became 
white  with  aphthous  patches,  and  she  gradually  sank, 
having  never  evinced,  however,  any  delirium  or  other 
morbid  brain  symptoms. 

The  coniinued  fever,  the  great  and  early  prostration, 
th(;  diffused  crepitation  heard  over  the  lungs,  without 
any  defined  dulness,  rendered  the  diagnosis  of  Pul- 
monary Tuberculosis  being  the  prevailing  lesion  a 
tolerably  certain  one,  while  the  absence  of  that  de- 
gree of  utter  prostration  with  occasional  muttering 
delirium,  and  the  early  presence  of  decided  pulmon- 
ary signs,  prevented  one  from  regarding  the  case  as 
one  of  acute  general  tuberculosis.  There  was,  how- 
ever, but  little  satisfaction  to  be  derived  from  this 
reflection,  for  the  prognosis  was,  so  far  as  present 
knowledge  could  decide,  inevitably  fatal. 

Post-mortem  the  lungs  were  found  studded  with 
racemose  groups  of  tubercle  surrounded  by  ill-de- 
fined areas  of  soft  catarrhal  pneumonia  in  active  pro- 
cess of  formation  and  degenerative  softening;  the 
right  apex  was  breaking  up  into  small  cavities. 
There  was  no  miliary  tubercle  on  the  pleural  sur- 
faces. 
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It  will  be  observed  that  in  this  case  there  was  a 
history  of  “inflammation  of  the  lung’s”  two  years 
before  her  fatal  attack,  and  of  three  years’  slight 
occasional  cough  and  frothy  expectoration.  More  or 
less  long-continued  bronchial  catarrh  is  the  very 
common  precursor  of  pulmonary  tuberculosis.  It  has 
before  been  observed  that  catarrh  long  limited  to  the 
bronchial  mucous  membrane  may  extend  to  the  alve- 
oli, giving  rise  to  simple  alveolar  catarrh,  catarrhal 
pneumonia  or  tuberculosis,  as  something  we  do  not 
yet  understand  shall  determine. 

There  are,  it  is  true,  certain  cases  of  acute  pneu- 
monic phthisis,  “galloping  consumption,”  in  which 
the  broncho-pneumonia  is  so  diffused  as  to  render 
the  diagnosis  from  acute  tubercle  very  difficult;  this 
matters  little,  however,  for  the  prognosis  is  identical 
in  the  two  kinds  of  cases.  But  the  acute  pneumonic 
phthisis,  as  a rule,  proceeds  by  consolidation  rapidly 
extending  from  one  apex,  or  more  rarely  one  base 
with  increasing  dulness,  and  abundant  metallic  crep- 
itant sounds  soon  changing  to  gurgling.  In  such 
cases  at  the  moment  when  the  condition  of  the  patient 
seems  almost  immediately  hopeless  the  extension  of 
the  disease  may  stop,  the  temperature  (more  inter- 
mittent than  in  tubercle)  may  fall,  and  the  patient 
may  again  begin  to  pick  up  strength  while  yet  auscul- 
tation informs  us  that  breaking  down  of  the  products 
of  inflammation  is  still  proceeding.  Such  cases  point 
out  what  will  generally  be  found  a true  guide  to 
prognosis — viz.,  that  the  more  prominently  the  symp- 
toms of  acute  phthisis  are  attended  with  defined 
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auscultatory  and  percussion  signs,  the  more  hope  is 
there  that  the  active  disease  may  subside  and  the  pa- 
tient recover  from  the  attack  with  so  much  damaged 
lung — in  fact,  the  more  certainly  is  the  disease  to  be 
acute  pneumonic  and  not  acute  iuherculo-pneumonic 
phthisis,  or  acute  tuberculosis.  Although  however  it 
is  true  that  the  disease  which  we  have  watched  pro- 
gressing with  such  fearful  rapidity,  as  to  lead  us  to 
anticipate  death  within  a few  days,  may  stop  short, 
yet  the  amount  of  damage  its  active  extension  has 
occasioned  may  be  too  great  and  the  attendant  sys- 
temic shock  too  severe  for  the  patient  ever  to  rally ; 
he  succumbs  at  last  to  the  exhausting  influence  of 
prolonged  hectic  after  having  lingered  it  may  be  for 
months. 

It  is  imperative  to  watch  closely,  not  the  physical 
signs  alone,  for  they  will  mislead  us,  but  the  signs  of 
fever  (temperature,  tongue,  and  pulse),  to  learn  the 
moment  when  the  spread  of  the  disease  stops,  and 
when  tonic  medicines,  food,  oil,  etc.,  will  have  their 
due  effect.  Did  we  judge  by  the  stethoscope  alone, 
ws  should  find  softening  and  excavation  signs  in- 
creasing long  after  this  period  of  true  pause,  because 
the  products  of  the  past  inflammation  must  run 
through  their  normal  stages  of  caseation,  or  lique- 
faction and  removal,  and  these  mere  physical  pro- 
cesses largely  contribute  to  the  production  of  auscul- 
tatory signs.  Nor  is  it  easy  by  physical  diagnosis 
alone  to  say  when  the  limit  of  the  extension  of  the 
disease  has  been  reached. 

I may,  perhaps,  usefully  summarise  in  a tabular 
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form  the  views  advocated  in  the  preceding"  chap- 
ters as  the  distinguishing  characters  of  the  principal 
varieties  of  phthisis,  which  views  have  been  acquired 
from  the  observation  of  a very  large  number  of  cases 
and  the  making  and  supervision  of  many  post-mor- 
tem examinations  at  the  Brompton  Hospital. 


Table  represaiting  the  chief  Varieties  of  Phthisis,  with  their  distinguishing  Anatomical  Characters. 


(a)  Acute  tuberculosis  cannot  be  regarded  as  a variety  of  phthisis,  though  it  frequently  supervenes  as  a fatal  complication  of  the  disease. 


